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e Occipito- Posterior Position $ PMalprcsentation 


* Breech 


* [mportant Points 0n Labor 


Instrumental Delivery 


* Cacsarcan section p VBAC 


* Puerperium 
* CTG $ Partogram 


Telegram - @Latestpgnotes 


133 
142 
146 
144 
152 
162 
1+1 
134 
181 
188 
190 
183 
200 
203 
212 
216 
228 
933 
138 
241 
251 
2S6 
259 


264 


© FUNDMENTALS OF QBSTETRICS- 1. O) 
Sex DEterminacion :- 


Itis decided by SRY gene — aka ** sex related Reqign present on 


Y chromosome Teshs determining 
It is present on distal Factor” 
End oF the Short arm of Y chromosome 


IF SRY gene present | Y chromosome present — sex of the baby — Male 


If SRY gene Abesent| Ychiomosome absent — Sex of the baby > Female 


TURNER'S SYNDROME > 45 X0 
oe a 


Since Y Chromosome lacking they are considered 
GA Female 


KLINEFELTER SYNDROME: 474xxXyY 
Since Y chromosome present they arc Considered 
G^ Male 
* Inspilc of 2 X chromosome, Shil We Consider GA Male because 
of presence of Y Chromosome. 


Apart from Main sey gene, Following genes helps ín differcntion oF 
testis and Ovary , they Ore, 


Gene which favours Testis development — Sox- q 






Gene which Favours Ovary development — RSPO~1L 
WnT- + 


Best Method of Sex determination — KARYDTYPING 


X itis best investgahon for 
Sex determinahon 


X It is best Inveshgahon for 
detecting any defect in G 
Chromosome Number 





kja ANeUPLDIDY 


Karyotype of Normal Male 
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ANEUPLOIDY © 


Triplo dy Mw de. 
Chr n0- 64 one €xtvo chromosome One less Chromosome 
Chrno- 44+ Chi no= 4S 


e Cow 
Ho» de Nos 
ii ion x oM og 


d "n ti 
19 2 n Y 


Karyotype Down Syndrome 
eeu ao ‘Female 


Most commonly used for Sex determination — Looking at External 
Genitalia 


AMBIGUUS GENITAULA— When Sex 0f the baby Cannot be 
determined bg looking AF External Genitalia 
Other methods of sex determrnahon (s — Is by Tis Numbes of 


f No of Bar bodies = Total no: of chromosome 





4: 


Np. BE Bre bale 







& Turner 64 nclrome. 


LAS xp) 3 9 
6 


A. ictinePeltet syndrome 
CAXX) > 





Embroyology: 
—— l l — 
Gonads Ducks ram- eias th erm cells ida Genrtelic 
7 
Genital ridge Genital ridge Eptblast Dorso Somatic part of 


Lateral plate mesoderm 


© 
1] 


j Tale: mediate Notochord Para axtal 
mesoderm mesoderm 

Lateral plate 

Mesoderm 


Note: — urogenital System — most of it is Mesocdesmal Ori gin 


Intermediate mesoderm— forms Gest eus E. (5 wks of gestahon) 


* Gonads * Renal system 
* Ducts 


Lateral plate mesoderm —9 Dorso Somahe parts forms— Ex teraal Genitelia 
Except those parts Which develops from 
urogenital sinus—> will be Endodermal Origin 


ede part of vagina — mesoderm origin | 


Lower Part 01 Vagina — Endoderm Origin 


GONADS : — till 6 wks are 





They Can either differcaciale into 
Male “gonads (iB) Female gonads 


* It develops from 





(tn Mullerían G.genesis — ovaries Will be Normal ) 
(Since ovaries develops from 
Genital ridge) 


X Diffeiencchon oF gonads depends upon SRY Gene! 


ee A bsent 
Y cht present Ychy absent 
J 
e Medulla OF Genital e cortex of Genital 
ridge forms Teshs ridge forms Ovary 
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* Testis formed by Fwks e OWary Formed by gb 














hrm eink aD Gta E A 
Formation oF Testi’culad core 


Che first feature which orPherniates : S g 


Qvav'es ia F 








die Ovarics Gre formed due to absence OF Ychromosome 
IN TURNERS Syndrome ` Gonads dvaries 
2 BUT — for proper development of ovaries both 


X chromosomes Gre Needed 


In TURNERS syndrom (4SX0) = Ovaries pre not Properly 
developed Kia 


GERM CELLS - 


X Originates from EeiBLAST 
X They ate also Bipotenhal 


Y chr present Y chr absent 
{ 4 
Forms SPERMATOGONIA Forms 009oníiG 
4609) ^60XX) @ 
AA XJ 44+ XX 
SPERMATOGENESIS 


Spermato gonta 
C) > PTE CAN) 


J 


Mesiosts T 


y prea Opeematoayte 
4G (xy) 


—~~  Setond Sperm ako tute 
( 23. Cay UIN 4 


Mefos's T 





v 
p O "dim l O 237 } ay gs 
yO 23y 
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Vv p seu s 


23X 23N 






Important Points on Spermatogencsts ? G) 
1) Begis At 






p d 
Ly x- From e primary Spermabocyte=s 4- Sperms are Pumad 
* From /1 Spumato qonra =) 16 primar y spermatocytes are formed 


x From [ ] Sper mato qon a = ( 16 x4) = 64. $pesms Gre formed 


3y "Time. taken for Sper malo eneSis3 32 
(time ín ductal Systm rue €jacula hing — 14--16 do 


43 kug Number of Sperms produced per x d 1 










SPERMIOGENESIS 2 


3 Twanstormation of Spermahds nto Sperms 


— Nd milos's | No merosi’s 


— Trme taken - 12- 14 days 
Parts fn Spermolids 
Nuclear mera 


mitochoadr’a Middle prece 
microh'bule| cenbrole Tail | Axial Filament 


jT Grrangemen t 


pé Note Sperms dack €ndoplasmic 


Reh'ul am Spe Rough 
ER 





SPERMS > 
* Length — 55 microns 

4 Fertiliazable Span—9 4&hs- 32hrs 

X speims. attains mohlihy and maturi hy — Caudal end of Epididymis 
£ Genes for mohlih, — CATSPeR 

€ Ion for motility — Calcium Tetouan @latestpgnoies 


x SPerms Remains mohile in female genital hack — 12hrs 


* fime taken by Sperms to teach ampulla of tube—> Zomins © 
HORMONAL SUPPORT OF SPERMATOGENESIS: 


Q Hypothalamus 
Synthesis bu — Arcuate Nucleus 
Gneu 


4 Released th a —3À uci 
For pulsat B= KISS Péptin 


















— Anterior Pituitary 





lois 
Cells 


ye Hormone needed for spermatogenesis Testosieeonie 
Others Fst $ LH f 


9 Ki First stimulus for Qaru the leydig el Fo release 
testosterone =) Hq 





6; 2j LH Receptors in mal e Leudi'a cells 





Oy 5| FSH Receptors în Female > 


— Avrangements of cells - 


— Gap 
G- Blood testis barrier is 
Formed by SERTOLI cei 








OQ GENESI5:- Begins (n inhautcine life- G) 


—» Qoqon'a  46xX 
On 
Mitosis 4At XX 


— primary Oocyte | 46XX 
Meiosis 1 do ít gets armesccd in 


It semaing arrested Hil 


pubest 
The Qrrested state rx m 


The Primary oocyte gets Surrounded b Polliculor Cells "ia 


tre Granulosa Cells ; present fo. costes oP ov Ova ry e 


Tneca cells resend in Medulla o " 









doy te 


Granulosa Cells 
Thecacels 


Duos 1$ a reservror 


of Foll rele 





* PRIMDRDIAL FOLLICLE” 


At Puberty: 


HPQvarfan axts gets  Gchvaled 5 
LH released from Ankri pituitary 


Y 
Meiosis 1 Resumes )meibsis 4 fs, 
I puo 


Dinan 00cu lc 
nnd iu 46 k x) 








Q 
Qu? Ó " i 
: ] ( V—3 3$ polas body rleoed 


oseqiel — m EOS A dif i M 


rere 2304 


Meiosis T + Buty gets arrested &^ 
ay 
Oy. Meiapnase Arrest 
C Grrest is over at the hme of Ferhlisghon 
Female 2° Polas body released 
Pronu dcu.s 23x) 
2%) 


Ovulation: Release of 2 docyte From 1° oocyte 


X LH Surge — merosts 1 resumed (at 32-36hrs before ovulation ) 
e dı, 
Time fnteol 5 Ovulatio n 


ofw LH Surqc P 
Ovulaton is e 32- 36 hrs (best) 
e| 24-3€hrs (2 best) 


X at polar pak is released at the time of Ovulation 
Be aaa 





(y 2&hrs hue "ENS 
by ^4£&hrs before ovulation ey 24hrs after Ovulahon 


x 2^4 polar body fs icleased at the hme of Ferbilt gation 


1: Beqins &E — Inta uttraine Fe 


2 Size of 0V6— 420 microns 
(ova= Female pio nucleus) 
b Size of Resting follrcles 0'02 MMA 
4- Sige of Follicle gust before ovulation 19- 20mm 


5- Fertii3 able. Span of 0va  12-24-hrs 
l Germ cells reac Ivesnodkeesggiees 3wks 


l germ cells yeach gonads — Gwts 
3: 00qoníà formed — Awks 


T primar oocyte Pormed — 12 wks ~ 15 wks © 
S: Follecle Formation beging by — 157 20 wks 


G Follicle Formation i» Completed bu —7 22- 24 wks 


4 Max no of follicles seen— 2owks of Inhoutrine fe] 
NO- 6-F millon follicles S™ month 
At Birth — 1- 2 million follicles 


At Pu ber ty —? 4-5 lakhs 
| 


Only soo follicles mature in Entire life tine 


Glesto. ver month ) 
(Pa 77 


TESTOSTERONE IN MALES - 


X testosterone produchons begins at 4-3 wks af Inrautaine Ife 


y Maximum at 15 hike 1 Inbauterine h Pe 
Seen in 


Tei me ster 













(1000 Pollicles ine wilt 


khen Oecreace 


Remain at Low level Hil 


eens | 


X At 14+ years of age, testontrone = to adult male 


estostcrone fn males = 
dy 


Free testosterone = 05 to 3+ 





Remaining Bound = mainly to Sex ee binding 


X- Testostcrone converted (ato 


Eshad ial DHT Cdihudio testostron c) 


Testosterone ——— Esho 
Aromatase Bade 


ant count = 50 Megida 


TEREN Qu |" proe od 


ldo 
Thau Gad 
Rest êa ade pose ticcue 





d T Bone Mineral densi 


2: Necded fox closure of €piphysts of loag bones 
3 Needed for Main Fain q Body fot 


A fo Sexual Funchon :! 


— 
Testosterone Bool Reauerdse BAT 
Ay 


F5 the most potent aNd Tr 0 NS 
TestOstesae ; DHT RAD > 40t015 ; 1 


Questions > 
9. 
BY Cy at bitty 
ley 4h month oP ro dy at pares 
Q 





09 pachytene stage of prophase 
p om im 


Cy Leptone Stage of prophase 
dy metaphase stage of prophase 





bY Second Speymatocyte to globular Spermahd= Meiosis 2 
Cy Germ cells 49. Spesmato qoum » 


ay sptsmatogonium +o Primary s permatoey fe = Misis 


S l—OQ—— o — ! 
oy LH 


by FSH 


dy QnPH 
SE 
0$ 5o- &O days 
by b0- 30 days ay 6-410 days 


e. 





Sy BAL E Gene 
dY WNT 4 


by Rseo1 


@FUNDATMENTALS OF OBSTERTICS- 2 © 


4: CAPACITATION: 
X occurs in Ce Reproduchve tract 
Begins (n cervix , occurs 
in be 


X- Aficy Capa Erion. Spe im 












6 
Óy Sperms become HypermoHl. 


nw, — 


Wilh in 30min, —  Sperms veach Fallopran tube 
5 ZONA pellucida 


g Gs oocyte 
Attaching of Sperm to Zona pellucida kla 
Z ACROMIAL REACTION 


+ Facilitated by certain receptors 
they are ZP1,ZP2, 3 


Now it penerates Lona pellucida 4 Reaches Cortex of 2° docyte 
\ 





d Released from Covtex 


Z. kja CORTICAL REACTION 


iy 
ZP2 and Gom. 
Gre nee ded 
MW 


The Cn3ymes Which are released, the 
make Zona pellucida Imptrmedavle by 


Other Sperm S 
\ 


Ny 
Å. kla ZONA Reaction 






Function of Zona 
ucerdo rs 
pt 


pel \ u 





sgor 


M 
Te ut Ss otes 


2cel Stage. (SEBS 
IV 





br 4 cel Stage 


8 cell Stage MORULA 


co YT V. 
16 cell stage Zygote 
Picts 


For 3days after Restel ization 2 Zyqote Remains fn Fallopian tube 


In Fallopian tube: 3 Eypes of cells Nutrition for €avlu 2 gote rs 
are there, they are | Secretory cens d 
ts columnar cells 3 Fallopia Ube 
Pea cells 


Funchon ês Not KNOWN 














with help of these 2 factors Zygote ÎS pushed to wards 
uterine Cavity 


y 
[e Explains if progesterone fsused it Can Aeod to 






Eckop/t preqnanc 7 Since rogesterone causes smooth 
muscle Relaxaty N— leads dilimp «s 
V 


Between Cu and progesterone TUCO, chances b 
€ctoprc Preqnane will be more » rone 


d L c» | 


Tf n tubal Surgery was done, rf afler tubal susqes 
Patient conceives because fn tubal Surgery 
Adhesions Would formed —» ese adhesions prdvents 
movement of Zyqote from the tube to uterine cavity —5 
heads to ectopic pregnan cy: 
(ony mang Which f$ preventing movement of Zyqote 
towards Uterine afty Leads to €ctopic Preqnoncy) 


X, 2 doy after ferkliganon | Day 18^ of Menstrual cycle 


6. Enters utuine cavity 
Menstrual- a4 4 13 
cycle ii 
p Ovulation pc ep 29 





In All females ,žlength of cycle fs 28days 
Xtyulahon occurs on Day 14^ MU 
vulahon g Feshlygahon ~ Occurs oh Same day 





X 5^ Day sad JevWlis akon © 


ie pellucida fs Jost 
kla ZONA HATCHING 
X Fluid de fato. Morula 
^ — 
4 


(Eta ches to éndomehium of 
uterus this cs Known às IMPLANTATION 













> Myomebtum 


Endomehium ( pregnant endomehtum (s known 
4eroso. as DeciBov A) 
a Inhg decidual Sigh 
a C 4st Siqn of preqnanag ON Ultra 
Co Sound) 


— T ntradec'dual Sqn 





X Implantahon occurs ia the form 
of S6LASIDCYST 
* Begins by 6 days aftr fer hl ization 


D 20 0 \ 
> Decéduo- ( a f qao 
Dec dung, X Implantahion window 5 Day 20- Day 

2€ 


C GpSu TH @Latestpgnotes 
Decidua Basal’s  * completed by 40 days after 

fey caa hon 
Dec dug ¥ most (ommno «it CLonex Doslervir 


iiidid a part of uterus: © 
X Implant ation (s ECCENTRIC (only on one 


side 
Y ) 


Pscudogestihonal sac unequal growth of True gestational 
2 eS ce t^ ally Located T i^ I 
nee decidua ey located J 
Seen fn Ectopic pregnancy 
X Type Of implantahon rs Interstitial Implantahon 


X s'qn on Uig > Intradec'dual sign — ps 





X Hartmann siqn| placental stqn- Bleeding at t’me of Implantation 


X phases of Implantation — Main lransmitliey 
| Inteagring ë | 


Rdhesvo 


IC J 
Invasion metal 1 Proteinase 


X Thickness of Endometrium at hme p rina Um zs < SE 


WIS IS oo R 


(niceness “of  Endómehrum Aper mei 's sr 











X After Iimplantahon:- Endomchi'um 


kla Dectduo 









4 
3 parts 
4 Decidua Basalrs 2 Desi Capsularis 
A 
% Part of decidua which when Separates 
Separates Blastocyst from Blastocyst from 
MU omchr ium Uterine Cavity 
X i Funchon: vV 
iy site for formahon of 3 Decidua 
Future placenta par “pari tal rs 





N'Y Forms the matcraal 


X Rest OF decidue 
Maing ukrus 






MYOMETRIUM 



















DECIDUA BASALIS 
CHORION 


DECIDUA CAPSULARIS 


DECIDUA PARIETALIS 


UTERINE CAVITY 


Dectdua Capsulorrs 
Decédua Basal’s 


> Dectduo pari'ral's 


X As Blast Blasto cyst — qrous 
L rE 0ccupres Uterine Carty $ Dectdua Capsularis, 
Gnd paritalis Come close to ach Omer 


O Dectdua Capsularis ¥ Dectdua powtali’s fuse 
(5 


Q When fs uterine cavity Qe terated_, 





Twins (2 Ova fertilized by 2 Sperm sy 


In 2 different cycles 


in Same cycle | 
Super fecundaton Super fe tohon 
Seen? ° 
eenn Humans Not Seen 'n Humans 


G CNY ‘ 
(A. Theoratically Superfelahion is possible TL dac 16 wks 
ARERR ADO reyrewowre eer err err 


Inner cellmass l 5 ces) 
ANNIN II AI OOs a=, 








Jl, 
forms Entire fetal part 


> Trophoblast (S3 celts) 
3 days afta fertilization 


Synctio trophoblast 
JWW nv 


Cytotropho blast 
J, 


«€ 
joe NE ee d HORMONE 


Near * 
decidua Chonan Prevents Factory of 
, Remain s Pi platen 
basalis aih H 
NETT an WP | 
forms vill kla CHORIOIN Converhing maternal arteries Pw Carried by 
like strachsrcs LAEVE from High Resistence to Extra villous 
ao T low By eons vessels Cyto tropho bl ast 
9 CHORION Dhon ly 
kla X controlled 
oe l& repbunwinene diaso Ly sik edis ad 
forms feral Side of placenta das crdua 






| cceurs in 2 phases 
R 1 phace beq ing = 1awks) 
C2"“phase "'oeqint 16 wkc) 


Flow rs matntatned’ 


If trophohlashe fhvasion fs 
absent 


pe te insuffiamncy 







Y —————À 
| m i PLACENTA 
1 Ba ie 
Dect'dua Basalt H LUGR ACCRE1A 
De cfdua Copsularfs 
parietall's 
AV 
Dousre DECOUAL RING SGN = (only In Intautertne preqnoney) 


15t t'aq — Decr oug Capsulari's 
2"“ring —3 Decr oua Pparretali’s 





Gucstions:- 





ay Acrosomal reachon— Capacitation—7 toyh'cal Reaction — — Zona Reachon 


by copacrtation — Acrosomal Reach'on — Zona Reachon—) corHco] 
f.ea.Ch'on 





dy Acro somal Reachon—_» Corh'cal Reachion —9 Capacitahon — 
Zona Reach’on 





OF nat cy Rt 


bymq*t AGO 


qQ. 
Oj 4 doqs aftes ferh'liza kon 
cy 6days afte fatlization dy 8days after ferklyaahon 


©PLACENTA-1 





Disc like in Sheds aff les díirecHu fa 
Shape Gfter delivery Contact c maternal 
blood 





* weight of placenta RE Fer Sb gms 
x Ratio of Netght of puntos ot ies 4:6 





Cyto tropho blast 


E'briaoid Deqgeneyahion Which i's 
Present blo chorion Y Dectdua 





Formation 0-1 Placenta >» entervillous space 


SATIS POR PERA 
Y 





gyncrtot" ogh 
N 
Ny txtra * \ Fetal blood capillar y 
TRdPHO BLASTIC Embryon 
" Pen. meso der m ME OR 
PRI Ay VILLE V TERTIARY VILLI (vascular) 
MESDDERMAL 
formed before y Formed at 
Day 12 of ferh'h'zation SECONDARY Day 14 


VILLI 


|» 
Formed blw 
Day 12- Day 16 of 
Ferhis2ation 








& Fetal C'ecul ation 


Q Maternal blood Capillaries | Open, indo fnter villous Space on 


Day 18 0 


€atablised 








in placenta 0n 





(From outside to in side) 
1. Synch0 tro pho black 
Z: cytotropho blast 


— Placental baris | 


J Extra Cmbsyontc mesoderm Mem brane 
Telegram - @Latestpgnotes 


4. Fetal Capillary Enolotheltum 


Placental Circulahon: ® 


Feto placental 


Uteroplacent al 
Cin villi) 


CIn (nfer villous space> 


X Established on Day 15 X Established by Day 1} after 
. ferli} ation 
X No: OF spiral arterioles Which 
open rn fnkevillous space 12d X Fetoplacental circulahion at 
term —> 400 ml| min 
X 0; saturahün in rater villous 
* Fetal blood flow at term 


space — 65 - 154 
— 115m |]«q 
X- parhal presswe (n. fhtervillous | 

Of Hg * Rale of delivery of 0) to 


Space — 35—4Smm 
m- — OT fetus > 8 mil Kg] min 





Uteroplacental Blood Flow 
The delivery of most substances essential for fetal and placental growth, metabolism, and waste removal requires the placental intervillous space to be adequately 
perfused (Chap. 5, Breaks in the Placental "Barrier". Placental perfusion depends on total uterine blood flow, but simultaneous measurement of uterine, ovarian, 


ned indirectly using clearance rates of 





stimates i 
-500 to 750 mL/min—obtained with invasive methods (Assali, 


1953; Browne, 1953; Metcalfe, 1955). Logically, such massively increased uteroplacental blood flaw requires adaptation of the uterine veins as well The resultant 


increased venous caliber and distensibility can result in uterine vein varices that in rare instances may rupture (Lim, 2014] 


X Q. Uterine blood flow at ter 


led blood — Umbilical vein 
— il Y 0, Saturahon = 307901 


Y Remanant = Liqamentum 
Teves 











Deoxygenated blood 


Uinet cal (ism 


v 0, saturahion= $0- 601 
S Remantant =(M¥ dial(ümbucal(Diqa mentum 
jmnemonic 3 Amul 1 


G-Medfan umbilical ligament =) Remantant of Wrachus 
6; Lateral Umbilical ltqament 2 Remantant of Inferiot epigastric artery) 


gram a 







Anatomy o placenta at term of placenta G£ term» (20) 


Cetal me 





maker aa side 








X Eetal side 5 4/5” of placenta 


Maternal sides 1 A| sh of placenta 


(but Both “Both OF Phe Ihem Occuptes 
Same Grek On Uterine wal) 

















Fig. 3.2: Fetal surface of the placenta showing attachment Fig. 3.3: Maternal surface of the placenta showing shaggy 
of the umbilical cord with ramification of the umbilical look with cotyledons limited by fissures 
vessels 





X Formed by Chorion Frondosum “| X Formed by Decidua Bosalis 
2™ best —> cyto tropho blast 
34 best — Tropho blast 


X It Comprises of 445 of placento% comprises of 1|s'^ oF placenta 


x Shiny , grey in Colour Xx Dull Red in colour 


x Fetal membrane, umblical cord |æ It is divided! intd poly gonal 
are Attached to this side Qitos = kja Lobes 


Further divided into Lobules/ 
cotyledons. 





Important points’ 


X Functional unit of placenta — CoTyLEDoNn 
area which is supplied by 
main stem Villi and all its branches: 


¥USG for Localizahon of placenta —9 5" Trimester 
X Thickness OF Placenta at Tern 9 00:- 25cm 


Every week , thickness of Placenta increases by Imm, so 
Maximum (n 40 wks jit can reach 40mm C4cm 
l 


x Placentomeqaly — Thickness 7 4cm 
l QU) 


Causes 
Maternal causes Fetal causes 
al} J 
1 Diabetes i Hydrops Fetalis 
2: severe anemia 2: Infection (syphilis, Torch) 
3 A- Thalassemia 3 Triploidy 


Anomalies of placenta > 


1: Battledore placenta 





Normally Battle dore placenta 
Cental InserHon also kla Marginal 
geor d Insertion of cord 






Fetal side = Chorin’e plate < 
Maternal sida = Dec'dual plate 
2: Extrachorcal placent ie a 


When fetal side is smaller tran matcinal Side Such that fetal 
Side iS Surrounded by Maternal side in the Form 0f Ring 





Q- Maternal side ————À 
2y cuRCUM@ALLATE 


— ÁN — 
iy CIRcUM MARGINATE Fetal side's Surrounded 


Fetal side is SuUvrOunded 
by maternal sede Smodthly 


by moctrnal side but a 
(Valve dike Aag 
is present 






@) ( Feta side p maternal are at ( fetal Side will be little 
Same level depressed) 





I| 
hae 2 can lead + 
luqR and APH 


* ri A 


Su.ccenturate 
Lobe 
I* PLCENTA SUCCENTURIATA lie PLCENTA $ PURIA 
x Small parts detachs From * small pait detaches Prom 
main placenta, . Main — placenta 
K Connechaq blood Vessels iq * No connecting blood vessels 


bjw them 


Placenta Succenturia 





iu PLCeNTA BiLo Ben] 
PLCENTA BIPARTITE| PLCENT 
SANIN NINA ANAN AA eNA wn 
* 2Zequal parts o paunta( Separiite) | 
Ao 
Gl these 3 to Peu (2 ppn) 
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l when we do Curctage n post partum pahint (can lead to 
Asherman 
Most Common Cause of ASHERMAN) T Syndrome) 





NDRONIE 
(Intra uter tne (3) 
Gd hes rons) 


4- Fenestrated Placenta: 


¥ cenhol POrhon OF G discoidal Placenta i$ missing 


*In some Intances, there iS isan actual hole ín a placenta but 
More Often the defect involves Only Villous Mesue wilh Chorionic 
Plate mistakenly Considered to indicate that a missing Portion OF placito, 


5: Pl Placenta membranacea: 


X AIL OF the fetal membione are covered by nag s Ville Ond 
the placental develops asa thin membr@nous Shut 
Occu yping the Cnihe periphery OF the Choyton 


* Serious Hacmorrage duc to Placenta picvia (08) Placento Acereta: 
PLACENTA MEMBRANACEA 





OF Fibrinoid degeneration which is present blw 
Placenta and decidua: 


X lb limits the Penchahon of Blastocyst 


If NITABUCH'S LAYER is absent; 
J Leads to 
É MORBIDLY ADHEZENT, PLACENTA È 


Onn Placenta Gc creta C Supr y 










? (2) Placenta I Acreter ( De Polu Q Hoch tel 


(3) place PEPCK (chorioavc villi Gtocned 





av CR 
Xin all these 3 Condébhonc. there rs pathologies" 








* <= 3  . 
1y Nitabuch's layer is Gbsent 


2y decidua Basalis is absent 


kor:- MC Risk Factor — Placenta previa (In Pregnancy) 
zd Mc Risk factor — H[o cesarean sechon 
Others * Hjo utrine CuleHage — 
-Hfo uterine Surgery like Myomectomy, 
l Hysterectomy. 





on ‘- ReFactory PPH 





usc (Tvs) 


Plocento 
Percreta 





USG Findings: 
L Subplacental Sonolucent Grea which 
Represents decidua Basalis is Absent 


| Heterogenous appearence of placento 


5 Placental lakes are present 


CENTERS = Gold Standard Investigahon— MRI 
- Placenta Acreta M/C) Management Elechve cesarean section + Hysterectomy 


Classical cesatean Sechon 
I 
Telegram - @Latestpgnotes Upper uterine Cesartan Sechon 
Í Because Placenta Bccicto [s very common in placenta 
Previa—> In Placenta previay placenta is 
attached, to Lower port of uterus 


4 
IÈ incision is given @s) 


00 Lowey part of 





d 
* IF Eire Refused leads to tT Bleeding y% 
(Remove GA much 
G& possible) 

What evér part 
cannot be 
Removed 'E 

To prevent Gestahonol — 
undergoes Trophoblashe Neoplasia: 
Autoly sis 


© PLACENTA-Z 


Hormones produced by placenta: 


1+ PROGESTERONE: 
In Carly wks of pregnancy— Corpus Lukcum of pregnancy 


iS mi main Source 
| 





J4 
This funchon is taken over by 
Placenta 


* Š — EUH, 
X 7 8 uks— Main source of progesterone (s ka LUTEAL PHASE SHIFT 
Placenta 
X Life Span of Corpus Luteum of pregnancy is 10-12 Wks 
X Precursor of Progesterone Ps Maternal LOL 7 Cholesterol - 


X Rale of Qroduchon of pro qecttvonc. S= LSI mg | day 
In twin Preqnanty = > 600mg | day 


3- 2 Reachons in Pregnens 
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Seu Reachon Aris ai ud Reachon 
| | 


Gland becomes Hyperseactory Gland becomes 
c 


Hy pessecretory 
Shoma becomes Odematous + 
Rich in Glycogen RE in Nuclei 


Seen in Intrauterine 
regnanc 
Also Seen in Ectopic pregnancy 
Molat pregnancy 


X Progesttrone Relaxes smooth muscles during pregnancy: 


2- Estrogen: 


X Placenta Cannot synthesize Estrogen Using Precursors 
From mother âs it lacks D Hades Enay 


17 OH progesterone — fAndrosteicdone 


(C21 steroid ) C613 sttrotd) 
Needed for Eshogen 
Synthesis 
Fetal adrenal glands 
Loo 
(cia) 
Engumes — placenta, will use it to firm 
« Sul phata« e. Hig 
and i , 
e Aromatse Role: at term it kil uterus to Conhact 










Mae 


a 0 e ——————€«7 V8 M 
"SCEMARIO : suppose if pieqnant 


in whom, levels of Estro qen Ge. less 






Estrogen will not be 
Gole b siqnal ukrus to 


oalvact 
Leads to 


ost TERM 







Placental Estriol Synthesis 


Estradiol is the primary placental estrogen product at term, In addition, significant levels of estrioland estetrol are found in the maternal circulation, and levels also 
rise, particularly late in gestation [see Fig. 5-19). These hydroxylated forms of estrogen derive from the placenta using substrates formed by the combined efforts of 
the fetal adrenal gland and fetal liver. For this, high levels of fetal hepatic 16a-hydroxylase act on adrenal-derived steroids. Ryan (1959b) and MacDonald and Siiteri 
(1965b) found that 16a-hydroxylated Cy9 steroids, particularly 16a-hydroxydehydroepiandrosterone (16-OHDHEA), were converted to estriol by placental tissue. 


Thus, the disproportionate increase in estriol formation during pregnancy is accounted for by placental synthesis of estriol principally from plasma-borne 16- 
OHDHEA-sulfate. Near term, the fetus is the source of 90 percent of placental estriol and estetrol precursors in normal human pregnancy. 
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Progesterone 


| 4^ Estrogen Estrogen 
L Ergthroblastosis |1 Adrenal gland oF Fetus 


Fetalis) — is absent (R) Hypoplashc 
a (D Rh inco mpahibili hy J 


Seen in Anencephaly 






rogesterone 


( M A 


10.0 Estrone 






T placental 


tissue 2: Placental sulphatase 
J de ficien 


Estetrol Uy 
Placental Aromatase 
€ EStvogen defiutcnyy 


X Fetal demise 


Plasma unconjugated steroid (ng/mL) 
e 
o 


Estradiol 
(nonpregnant) 


4 Down syndrome 


4 8 12 16 20 24 28 32 36 40 = : 
Gestational age (weeks) on dde of C19 





3: Hca 
wn 
XO main site of Hormone production i6 Synch'o trophoblast 
x bis Q qlyco protein 

c^ | 





um 
X It hos qot 2. Subunits 
» 
of Subunit P subunit 
e Non P Ric e Specie 


. — chromosome ND 14 
e Simlar to LH) FSH , TSH ` sla ea 


e gene > Chromosome no 6 
* NOE measured 


x Heg, Anatomically similar te ftp FSH, TSH 
Functionally “also Sila] 49 LH 

XHeq Can be detected fn blood as Earl 
Pelis akon] Day 22. of. cycle 


& 


T — 
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Ferkl ization missed perro d 





al y DMAA ARAA AAT 
e N € d CIN DreGn antc 















a Ol OT OT le 


¥Levels Of Hg ^ 
Y 
Every Aghrs in Early Preqnency = Neoaly double 
(ss- 651) 


4l 
Ru PE HCq levels attained Mus Go- 8d days of 


pregnancy | 10 week of preqnoncy 
Hcq= $0,000 Iul + wêtu) 


Attey this levels of uc 
i > 





Lowks yy 
At Low keves, Tk Conh'aues 


throughout Pkeqnenuy 
deq— Maintains Corpus usum 
(n preqnancy N 


Lu mainloles tog pus Jeateum y 
in Non, preqnenent kmale, 












: i 
Jo 36Nks 


x Heq levels becomes Normal — 
after delivery 1- 2 wks 


Gfley aboy hon —— 2- 4 wks 


after parkal mole Evacuahon— wks 
abter Complete mole Gacunhon— q wks 


X- Tif, = 36hrs C LH= 2hrs) 


X Funchon+ 

* helps to marntain Cospus 
luteum of pregnancy 

9 Hcq (s fnihal Shmulus foy 
Leyok'g cells to produce testosterone 


e prevents Rejechon of fetus X- Exythro blachous 
letalis 
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X Twin pregnancy | 3 ectopic pregnancy 
* molar Preqnancy| LAN Avi somes 


X Chorio Caranona except Down 


X- Down syndrome x Abortion 


Kurine Pregnancy test 
Based 0n Sandwich 





MES Lu — ° y nancy TEST COO T 
Sensctivity — RE VR de defne Missed 
Gt will detect when Period ) 
heq iS 20īIUL ) Itean detect only 
Ot time of missed pen'odd 
(fte missed Period 


XCritical m of no 


That value of Hcg at which in Intrauterine pregnancy 
in 1007-cases, Gestahonal sac is visible 





4 


Hcg = 1000 Lu 
Tvs = No gestational sac seen 


3 
d eo 


Early Inbaukernnc Ectopic Aborxhon 
ye Pregnancy 
Jl | ļ 
Next step Repeat Hcq ater 4hrs 





4 l 4 » 
cq Level doubles Hoo Hcq 
but donot 
doubles 





Lm e 


HC&— 2SD0 IU 
Tvs — Gestahonal Sac not visible 


Case of Ectopic Pregnancy 


A- HPL:- Human placental LacFoqen 
mn 


alao kla: Human Chorionic somatolopin 
* it is polypephide Hormone 


Æ Dt ts  Sionlar(shuckirattayto'§ Hand Prolactin 


x Tt iS detected gt iks of Preqnanty 





~ Levels OF HPL Conthnuc tb Rise 
ET throughout preqnenyy 


ica nonc 


x Maximum at 








X maximum produchon at krmi 1 qm] day 


* TY2 is 20-30 mins 
X- Functton :- 
* promotes lipolusvs fn Mother 
Wy 
^ Fatty acid Glucose is sported Ley 
i Fetus 
used by Mohet for 


Energy Requirement 


° Bring about TNsulin Resistonce 
Wy 


Levels of glucose ^ 
— rm 





Fetal membranes: 


1 CHORIN «Formed 


quinam ^ feyhlraahon 
e by Cytofophoblask 


e. Outes layer 
2: AMNION e Derived From CCtoclerm 
Formed by 


Inner most Memosane 
Avasurtas 


Maximum tensile Skength 
> YOURSAC = Site fos Hematopoiesis (Bist) 


‘baahon 


4. ALLANIDISs © Diverhiulum — darive d from Mnd Gut and 


(fibus fr the connechng Stalk 
CITED T Dre 
| 


V 
Telegram - @Latestpgnotes bur ing Lobdur 
if membrane (s ruputerd 


POE? leor d 
AcecLraks process of Lo bout —/ 


Um blico! Cord - G) 
X Derived from Connechn J Stalk 
x Avg length = 55cm 
X Range— 30— 100 cm 
x <30cem— Short cord 
Ph Fo 
x Connective h'ssuc— Wharton's Jelly 


COUTTS VT IIT J >Foid oF FiB 


Xin Early Inwauterine Whe = 4 vessels que pacsent 
Rt U-A Pt: UV 
Lt V'A 1t: U-V 
Latey on - Rr: umbilical vein  adarsappears 


d, €. SO 
tet umbilical vein ys Left pehi 


At time of birh = 3 yessele Gee preset 


Leet Umbilical vein 
C VGQSULI0Y 


o 
22 y S 
MA a Aana A LAr 
ANOmalu LOtc ) ? 





Mc in Diabetes, NOE ]nSrgnihicont ^^ chances of malformation 
Turn pregnancy finding Mal formations 
(cvs + Renal) Single umbilical 
artery 
^ Trisomes 
in Fetus 
x Rarely ; 





p Sod 
|. 9 Cord 1S attached to fetal membsene end 
then to placito and before attathtn a 
to placenta t divides 
S In this case 
Tes (ARENE Membrane will rupuK 


Cord willbe Exposed and Gets 
i be Ex Pos and ge 






Fetus blood 2 vasa prva 
HbF 
Jj 


Resistant 
to 


Acid $ ALKALI 


yp Reagent 


Naou| KOH 


TP colour Remains same 


blood Lis to Akali 
HbF@ 
i 


VASA PREVIA 






Velmentous cord insertion 


Because, 
E AEn fetal blood comes out through mothes vagina 





C Un g uv)¥ 


y 
Y 
cerei blood loss y fpei natal 
ly metoh 
kla 


—— 





4, 
Confused with placenta Previa 


Si N GER A\RALIT DENATURATION 
TEst 


essa blood = plaunto pvo 
HbA 
sensihve 
to 


Acipg ALKALI 


Reagent 
NaOH] KOH 


TE it become Brown colour 
Hemolysis 0ccurd 
ļ 
HbA ® 
J 


PLACENTA PREVIA 


SS Diagnosis —> In Antenatal perlod=> DOPPLER USG 


aN Management ^ Cesarean Sechon 
> Prognosis—s ^ perinatal mextalihy 
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Gucshons-- 





ay Placnia bilobata 


Cy cirusmvallate placenta 
dy Cram Marq'nate placento 











ay umbilical artery LEY urachus 


by umblical vein dy Gubernaculum 


| CJ Hobnes Rnastomosr's 
dy tants anastomosis 


Oy Tne amnion CY Ductus venosus 


bY The placenta 












CY BatHedose placenta 
by Dectdua basalis Py succenturrose placenta 







ay pis Cordal 
by He mocha al 












ay p! 
by Fenestrated placenta 


acende Succendusrvate 


dy Ctrcummarq Prate placen ta 


CY 400-900 ml min 


O5 300- S00 mi| men 
ay qpo- 11O0 ex] min 


O3 LOWES OT 1p WES 
by 1S WES INE = Tot wks... 


© AMNIOTIC FLUID ITS DISORDERS 64) 
x Specific gravity — 1008 to 1010 


X Osmolality ——> 250 mosm|L 


4X PH ___, #2 to 7-4 Catkaléne y 
X Rate OF turn ov. —5 500 my 


X volume oF amniotic fluid —5 maximum at 34 wks oF pregnancy 
/— Amnionic fluid fills this amnionic sac. Until about 34 weeks’ epe the 


normally cl fluid increases in volume as pregnancy progresses. 

css iei At term, amnionic fluid averages 1000 mL, although this may 
vary widely in normal and especially abnormal conditions. The origin, 
composition, circulation, and function of amnionic fluid are discussed further in 


Range = 32- 34 wks 


* AS pregnancy advances After i. 


Volume of amntoh'c fluid 
rapidly decreases 


Moor Contributors of Amniotic fluid: 


12 - Zo wks Fetal sken 


Q overall—> Fetal wine 










X Normal amniotic fluid (s Colourless and At terme it. fs Straw Colour 


Green Colour e Fetal distress 
Cmecon'um) e Brecch presento hon 
Traverse lic 


nore Eina infecto 


Golden Colour 3 " 


Tabacco uice InWaukrine death 


— 
Cllowish green ee Ras hls 3 





+ Besides pro ducing amniotic Fluid , Fetus also Swallows amniokic Fluid Ge) 
that i's how amniobe fluid is kept fn balance 


* Compost hon —(84 1 water) 


Æ Function > Performs a Numbes of functions 


Measurement of Amniotic Fluid - 


= ee Measure the largest verhcal ümhiohe Fluid 
Pocket ín Cach quadrant 
win od 
y Ya T Lv | G+ bt ctd= Amniotic Fluid Index (AFI) 
££ wb d 
" N d. AFI = c- 24 cms (Normal) 


! If 45cms = OLIGOHYDRAMNIDS 
>25 cms — Poly HY DRAM NIOS 


Best | Most Sensitive Marker: 


i 
Measure the Single largest verhical Pocket (Pocket “Lin d'agram) 


4 
Normally = 2-8 cms 


L 
OLI GO HY DRAM NIOS Po LYHY DRAM NIDS 


Volume of amniote fluid 








| oi RAMINIOS — | 
Miclc of mild» Idiopathic 
Mlele of Severe> Congenital 
mal form ation 
"4 
Any defect " 
which not allows *CSF leaks M? 
Fetal bo allo — o. PA Hu 
if Ssoc 
5 UT Swallowing Cufect 
Other Causes: Telegram - @Latestpgnotes Qthei -au sts: 
D= Druq s = Indo methacen 2 X when ever urine Production 


ACE Inhibitors 
I= LuGR(duc +o Bratn sparing cHect) 


is@ by fetus:-) 














mult fetal preg nontd 


L7 Leaking alah | amatocentes’s 
2* Maternal Diabetes 


(Mer = Maternal High BP] PtH 
maya ANNS 


f Fetal Hypeqlyucemia 
volume of blood n gp |yce 
To^q te fed Poly us io. 
Fetal blood Plow) 3+ High fetal cardiac output 
JV RO Conditions like; 
P= Prom ly Fetal, Anemia, 
P= Post term preqnoncy Ve Rh encom posolality 









© parvovirus infection 
_. © Hemolysr's 
WY of Thallasemfa 
wy Fetal Barters Syndrome 
R= Renal anomalies în fetus 











whenever Petal Awailowing- fs 
defechve; 
* Qesophoqex| atresia 
2 06 , e Duodenal atresva 
on further obstebi’c examination uterine e inteshonal obskuchon 
height VCvcals 16Nks Sije- e cleft lip, Cleft palate 


PH Renal aqenesre oak p " 
by Fetal Anemia 


CY Bates's Syndrome 
dy hiddle Syndrome 








Q-A. 12year old Primiqravtda With Sure of 
dates , visits PD with 20 i 





ANC OPD with. D Wks POI 





















X When CSF leaks ?nto amniohic 
Fluid = NTD 





Causes:- which should mugged up 
Y Choran gioma oF placenta 
2: TorcH fínjection 













Effect of ply hudramntos >- 


Effect of oligohydramaios:- 


[EFT occurs Early T^ prqnancgj 


4 IF amnioh’e Plutd is Prereaged 
1: Less Space 1 


y 
Membranes acts Stretched 


Fetal posts. will not be 
Grow propesly 


Mc: Pulmonary Hypo plasta 


2° A mniotic Band Sequence Telegram - QLates[pgnotes 
IP amniotic fluid fs less $: Abrupho placenta 


Ji 
amnion Wrote around seme body If amniohie fluid 











Preterm Labour PROM 










2° Mother Expertances Respiratory 
discomfort 











Structure like a band Leading to 
devasuslariaahion of that Part 


v 
Ruphuc of mem branes 
MC: limb Amputation 7 craniofacial detect 


entire amarohe Fluid comes 
Out Suddenly 
J, Size oF ukus 
by this hime Orqganogenest’s ahs 
Compl et © placenta dctaohes 
i from uterus 
But problem Remains Same Y 
LC less space Abrupho placenta 
V 
CoRD qcts Com pressed 4. Cord prolapse 
L has umbilical artery 3 vein) 


Blood Supply to fetus decreases 
LU 


yy 
Fetal distress 


6’ Amnotte fluid embolicm 
i 


Fetal pass Me coniu e fn 


5: mal presentation 


tO chances of PPH 
lnc reases) 
1: Meconiym AsPiRANON SYNDROME 


2- Compicssion defects CIEV 
Time of delivery (n. Idi pathic 
oliqohydamaios 2 


Manaqemen t of oligo hydramnt os: Manoge ment oF poly hydsomaios: 
Amino infusion 





Serial mato centasi's 
- M 
With Normal saline 


Indicahon:- only HF patient having 





lot of Resprratrsy 
OListress- 
o5 Oliqohq draminos XDruqs pad Can be pua to 
by Fetal distress Manage poly hycearciate= 
INDOMETHACIN 
dy washout Suspected meconium 


| Chelps ny closing Ductus 


Oe nosci s 
* Should not use Indomethacin 


beyond 32Wks of pregnancy 
Telegram - QLates[pgnotes y 


X because before 32nks 
PreqnancY, Chonces of closure of 
ductus Orterrosi’s bu usin 


Indomethacin are n wa and 


Reversi ble: 
Æ Akr 3azwks> Chances of closuee 


of ductus orterioses by usra 
Indomethacin are 4 by 75G: 

<. Indomethacin ts Conlro a dicaled 
beg end 32Wks of pieqnontg 





Guesho ns 







Cy LUGR 
by Foetal death dy Fetal dishess 


OY utt Fil hate and maternal plasma Cy Fetal lung fluid 


Jj Fep urine d Fetal shin 






or W e K Li v T 81 | AN UTC à : > 
NN 
uoi Oy c:g to 64 Cy 14 to 46 
dy (3 to bg 


6. 






oy Maintatnence vf fetal temp 
oy Atlows Por Pree movemend of fetus 
AY shock olossyvbes 


90 FETUS-1: 


Gestatronol age / Fetal age / Period Of Qestahien - 


~iun ^ 


W 
(Pi a — — — — hadas 


of Lost — yi t 
Menshual period er taakin Fines 


a | eee n~n eT AA 


Calculate preqnancy teom, a ow te) 
ju na a 


on day uf missed pertod = 4wks preqnoat 
X Event > X days from day of Sevbligation 


That Event wt = X days + 2wks of pregnancy 
Eq Trophoblast divides tato Cy toho pho blast and Suncti ho phoblast 
8 days Ches Pes haa hon 


at what gestahonal age tropho blast divides? 
v 


Inks + 2days 


~ Any Event which occurs anytime from patod of qcstahon | at 
piod of Pregnancy = What time after ferhligahon it is going 
to happen? 


Subtract 2 wks from it 


tq Cardiac achivity is Seen in felus at S Wks of 
Preg nance 
After How many WkS Go fertilization, és Cardiac 
activity Seen ?? 


5wks- 2 wks = Swks after fevhilvgaton. 


Fetal growth pervods ‘- 


K are defined from the day of fertiligaton and not from 
the 1“ day of LMP; 


Growth Period Normal okPinitions Definition Gh PCY period 
Crom do of Fes hligahon of preqnancu (+2 
Fertilized ova day of ferbiligakon uphill uphill 4 wks of 
2 wks of Preqnan eq Preqnoneq 


Embryonic period From 3wks After ferhaahon 
Ond uphill 8 wks Gfter 
fert le gation 


Fetal Peviod Z^ Inks aPler ferhlyraahon 
and uptr tl deliver 






















From 3S Wks 
uptill 10wks of pregnancy 


1L Wks of Pregnancy and 
uphll delivery 


















TRIm esices 


15t Trimester 2^d Trimester 3'¢ Trimester 
UpHill 13 wks + 6 days 14 wWks— 27 Wks + 6days 28 wks— 40 wks 
Est (matin g F etal Age :- 
| Clinically 


LP, ct Xiphi stc: nuum 












Joss | 32w, ie ERES 2]» distance blw umbilicus 3 Xphisternum 
2095 TRU, m - 4, distance blw umbrlicuac 5 Xtphrsteynum 
2wks Soe: E -upper border oF umbilicus 


ee 7 Lowey bosckr OP umbilicus 


----------f--- - midaway blw pubic aymphysr's 7 umbilicus 


aa sarpone Pubic Aymphysis 
After 36nkS—— Head of js qocs down fato pelvis 
Height of uterus} 

J 


Spe discomfort Y 






bdomen = 32Wks 


felt pex abdomen = 






bí , 


* On USG- Estimabon oP Fetal a 
Kt 


2"* trimester Best: de dametes Cord) 
= Head C'x cum ference 
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|l: The Carlier rhe USG done in pregnancy, the More accurately 
It predicts Fetal age: 














4 Suboptimally dated on use— ifo paint has nob got any us4 
done before 22wks OF Pregnancy: 


3 EDD Should not be changed based On USG Except tn cases DF IvF 








‘Tmpotant points on CRUCdtstance blu vertex and coco 


l CRL4 (5mm = gestational Gqge (n wks 





€q* Suppose, CRL fS 8mm, add 6€ S'mm to CRL= 14-5 wks 
Z: CRL+ 42 = qestahonal aqe rn day ff ] 
3 CRL 4 by 1mm] day 
4- smallest cet at which Em bryo is 
viable = Tore 





It measured from, 
Outer table oP fetal skull on the 
one side Fo inner table of fetal 
Skull on Other Side 





XEetol age con i5 be Estimated | bu; 


t HASSE 'UL LE?" 








€ Smonths of preqnancy 27 5months of Pregnancy 
Ny * 
V Petal length - Fetal length — 
5 
V " 
Gestahonal age Gestahoral age 
Fetal lenqth> vertex to Coccyx Fetal length vertex to Heels of fetus 
V RI, 
CRowN RUMP LENGTH CROWN HEEL LENGTH 
Assesment 0f weight Of fetus :- 
elegram - @Latestpgnotes 
Y 
Clnécatty USG 


Y MEM NET Len 








© 





Assement fetal Qr - 
only i usq Parameter 


X- Abdominal circumference (s ín a plone where followin q 
p= Postal Sinus Ore visible 
U = umbilical vein 





*Ambdominal Cirumkeace (a the only Parameter Which ia telling 
About qrowth of fetus 


IUGR. Macrosomia 
X IF AC Z, 3scms > Macrosomia 


—— 


X Normally = FL = 20-401 
A 


C 
Ratio incrcascd xi MES 
4 
LUGR Skeletal dysplasia. 


s of preqnency 


Site | un Hb Formed 
Yolk Sac 6 wk GowER 1 
Gower 2 
PORTLAND Hb 


Coone mamoa | ater ze | ma 


Fetal Erythso cytes (ROC); 


In Early Intrautesine hfe Mi x cet 
Macrocyhe 


Nucl eot ed 





Cmcv= 180 FL) 


Later gn size = 105 FL 
aecreases 
But, this does not happen fna Ancuplotd Petus 
"— — NP RE ee ee i 


i. Fetal Rec = Large Size 
2: Fetal Rec- Jhon Ife spon (4o doy 










At tme of bisth= Hb 16-18 qmlal 


13s-8s1: 20-2S1 
A RU 
HbF HbA 


But by 6months of Age, 
HoF is « 11 


Less of 2, 3, DPG 
Less Carbonic anhydrase More 


wigher_aFtin'ty for Oz 








Resistant to qe'd A sasine ly aud and) 


alkali IN rA uo alkaly 

Y 

forms the basis of 2 tests 
RrArwn 






X Helps to differenccate blw X Calculate the dose o4 


gcc ae ond in Rh Neqah'ves fe moles 
' 


X 14 Naot o KOH Reagent X chic iste Phosehale Puer 
Peanent: 


¥ Qualitative test X Qguanhtative test 


x Di Flerenetahing blo 3-Oifleienctaling blu fetal eac 


fetal Blood and MOARRE - @Lhtestpgnotes and mao raal PBC 


blood 





Major €vcnts in Fetal development: 
| Events | een at | . 


Fetal Qross body movements thks 


{Inter nal genitalia Jowks 


External gesi Fal a 










Female 
nile 






Insulin  Produch'on 


rus amor 


Mecontum Produchion . 46 wks (4- months) 







NOTE: *Fetus produces only IQM.- beqins at 20 wks 
1qM Gnd albumin “Canndt Cross placenta 


1qG in transported to fetus at 
X Surfactant production begins at 


| 20Wks © 
S present /n amniobe Huid at 28wks 


©FETUS=2: 


rn reqnancy i- 







1: TO Confirm preqnaacq:- 







SNks 





Awks+ Lday to 
Awks + 3do 


lanes 
rine ah 


Gestational Soc 















6. Earliest time a ich Gestahonal Sac can be Idenhhred 


on Tvs from 4 nks + iday = 
ay 2oday £ sodoy is “I 
by 2s dy 3Sda Amks + 3do4 = 

day y pea Gi) 
8: Earlvest time at Which Gestahonal sac be tdentifred on Tvs 
from 
cy 3o day Any Event which rs happening from 

by 2S day dy asdauy imp Gnd we hove Calculate ‘it 


2uks + lday = (is) From day ferh liaghon 
Lo V 


dwks + 3day = @) Subtract 2weeks 
®© Gestahonal sac Can be visualized on USG; 
0: 4 wks cy 6wks 
dy 3 wks 


Unless Tk is not mentioned Wnetnex Tvs @ TAS 


Toke it is OS TAS 


2° It helps in mirig Whether it (5 Intrauterine) @) Ectopic 
pregancy- 
Dreqnancy | Ectopre P _—— 


True qestoho nal Sac Pseudo Gestahonal sac 
1 Dn dor dac idua) 


— Ma 
A Located Excceenkpic X Cenkally located 


X Grows (^ ên Sizo Every day X Dest not Grows 
X Double decidual Sac present X Double dectdual Sac Absent 





X 4st Sign of preqnancy on USG= Gestahonal sac 
* 1 sign OF Intiautarne Preqnancy ON USG= Yolk sac 


(D) Suppose:- Gestahonal sac= Mean Sac diameles 2; 25mm and No fetal 
tissues | yolk sac | No Cardiac Octyity 


(Bugs orum] 


@ TÈ CRL z% Imm but No Cardioc achvity 
Y 


CASE Scenario, Female wih 6 wks G&mmowhoea + ee present 
On USG "UUMeün Shc chametes = 20mm 





Next step? 
AFF IRIS 
> Wait fox week and then Repeot USG 


$* Helps in pagus Twn Pregnancy: | 


4-- Helps to Know Fetal’ Age 


S° Hdps in assesing Grow th of fetus 


G* Helps ín a dectecting Congenital, malformations 


Cogeni tal Malformations @nd_Usq:- 


Routine USG 
4 
Type 1 Usa 


Can detect only few 
Congenital mait 


4 
One that cogenital malfomation 


is ANENCEPHALY 


ommahions 


Type 2 use] TIFFA 
Tarqetted image For Fetal 
Ano malc s 
L 







can detect oll 
Congenital malformahons 


X Done fn all preqanat females 
X Best time = 16-20 wks (is zou) 





4 (precisely) 
Why? 
|t all organogenesis Completed 
by 2owks 
Z ININDA MTP is leqal 
to k 
Anenceeua ind USG; dinis 
Earliest time Best time Ww 
deteckd on USG 4 d- Frog Cue Siqn 
SY 14wks 2- mickey mouse Siqn 


10Wks 





= — ~~. — 


ORBIT 
BRAIN TISSUE 





mickey MOUSE 


FROG EYE 


U5Q diqns Inokicating Serna Bi f’do5— 

Small Brparrcla diameter 
* venticalomeqaly Telegram - @ 
Æ Frontal bone scallopin (the so called | 
X Elongation and downward displacement et 
the Ct€bellum (the so Called R 







Lemon, , 7? 
siqn 


CEREBELLUM Medscape® www.medscape.com 


a 


E RS 


= 


— Banana cerebellum 
"d 


4 


Oblierated == 
cisterna magna 





Lemon Sian 


ore — Ventral wall defects 


Wu 
A: Omphalocele — Bowel Contained "nsacand there will be 
Covering over Bowel 


2: GashoschiSis—> there (5 No Covering over Bowe | 


We Know that, tere is physiologic Hesavahon of Inteshne which happens 
IF we ore qctting p defects before 12 wks oF pregnancy 


; — 
Defect Contiau'Vaq in Defect Not conhauing fn 
2^d bimester USG 2^8 trimester U Q 
OMPHALocELE ($3) PHYSIOLOGIC HERNIATION OF 


GAs ROSCHISIS INTESTINE 


| IP siae of defect is > tmm d ey 121 : | 
ar ast 
i, 
Omphalocele Gashoschisis 
Omphalocele> Defect fs Smooth Contour 
QaswoSchisis 9. Defect fs regular Contours 


irtustirwes utsida of belly 








roschisis 


Telegram - @Latestpgnotes 


— For localr'àaohon ot placeta , USG should he done in 3 d yimectet 








- | Wy) P Le Ala 
ct rome {TO ALTE 


oO DEST CT le «t! mtcct placenta previa on US => 
ANEN CEPHALY: 
* vault or Skull is Glsent 


X Adrenal Qlands orc either absent or Hypoplashe 
DHEA-S J (à) Absent 
4 i 


DoE Estrogen produch’on by placenta 
A 


* polyhydramatos(oue to skull is absent, CSF leaks into amniohc flurd and also 


therc is Swalltov "nq defect) 
^4 PRE TERM LABOUR. 


* MC presentation îs => Face presentation 
X Chances of Recurrence s= 


After 4 NiD= 41: 
After 2 NID- 10*l: 





Mc in 





" R D 
| Anencephaly | GCr0 SOMO Respira bmy defect | 


* prevenhon of NID) = > folic acid Supelementahon 
x Manage ment Of Anencepholu = MIP 


Folic acid Supplemen tahon 


| prevents NID 


2: Prevents Megalo blastic Ancmra 
& Prevents Tyger 
4- Prevents Abrupho Placenta 


Dose dt Folic Ged dwing Preqnany > 


X rf pregnant Fe 
has Megalo blashic 
Anemia 


* AU pieqnant. females NO 
wim h|o NTD baby 
( PROPHYLACTIC DOSE OF FA) 


Preqnant fe 
Hlo previous NTD baby 


KA pieqnant females with |x IF preqnant female has 


x Pieqnant Female ís on an 
Diabetes 2’ relatives with Ho NID baby 


Ant Cpilephic drugs which 
^ chances of NTD 
NIP Preqnant female fs on tq* VALPROAIC ACID 
p". n a Y abssrphion X Pregnant female who hos 
Eq: TRIMETHOPR M Sickle cell Anemia 
— (5mq7 4mq) 


Au Pregnant females who all 
are on anhepilephc diuqs 
Which do not cause NID 


T eic 





Æ Prophylache dose of Folic acid = 400mc 
4 


Telegram - @Latestpgnðtes 
Prevent NTID 


Ideally it should” be qtven Smonths before preqnoncy but aHeast it should 
be (vea, Lmonth before PicGanüntu Gnd ft Should be continued HiIl 3months 


atte, Pregnancy: 


—. UN A J had — _—— € =— n = EE 


X- Tablet of Folic das Provided by Govt of India 


500mtq 
X RDA- of folic Gerd im Preqnancy —9 990 me 


x xf Picqnant female has previous Ho NTD baby 


N 


THERAPEUTIC DOSE) 
amassed ( 


Atleast it should be stait from 1month before Preqnancy 
And Continuc it fos 3months atter pscqnancy - 


|, After 3 months 
put her on, 400 meg folic acid | doy, 
throughout Pieqancy 


X" D’agnost's of AnenCe haly - 





jer uu ——À 


Sere ening test Diagnostic test 
y 4 


Earlier - Amnivtentesis 
CInvasive test) 






Al pha feto proteĉn:- 


* It is Syntneised (1 €ailu Wks = Fetal Yolk Sac 
Later on — Fetal Qui and Liver 
* Major Sourle— Fetal Liver 
AFP 
bh r 
It is present ín TRR 
ly Fetal serum—> Highest levels are Seen at 13wk 


iiy &maiobhic flurd— Highest levels are Seen at d: 
iiy Maternal serum | 5 righest levels are Seen at 32 Wk: 








ET s/o = 9-4 
X-SCreening kest > Makıinal serum alphafeto protein 
C> 25 Mom) 
In kuoritesam SLENG 


| E | RE. -e aon | 





XNTD 














+Q = Gestational bropho blashe disease 
Cmolor preqnonu4); 
Chorio car G'nom o. 
x Ô= Maternal obesity 1 Over Estimated 
Gestathonal age. 
x A = Abortion 


T= TRisomy 











¥ Abdominal wall defect 





x- pilo nidal srnus 








Cy Fr at 32wts 
dy Acat 20wts 
CBecause CRL at 16 wks. IS not Measured) 


Qy CRL ot 16wks 





Cy 1g wks 
by 16 wks dy 2owks 


y parathyroid Hormone. 
dy Thyroxine 


CJ S months 
dy 6 months 


E Gwks 
dy 12 wks 





Cy Fuks 
by GES dy SWks 
Since question is not saying Tvs] TAS earliest (t can be 
detected using tvs ot 'swks 





cy pseudo cholinesterase 
dy PAPP A 


ay More Common in Lemales 


Cy Folic acid Supplkmentahon fs patrentive 
by ass wlth Polyhydromnios vay Enlarged oknal glands 


complain of nausea and vomiting. She did a home 
urine pregnancy test which was positive. She does. 


not remember her date of last menstrual period. USG 
shows a viable pregnancy of 8 weeks gestation. 
Which of the following statements regarding first. 
trimester ultrasound is correct? | 
a. A gestwlona sas can oir asan 2, waaks sfieri 


LMP C4wks+ idoy to 4wkst+3doy) | 


A 17-year-old comes to an adolescent clinic with Gi) 





c. Yolk sac is the first sign of pregnancy on USG | 
d. USG can be used to determine the sex of the baby 





ay DOWN syndrome Cy over Estimated gestahonal age 
by molar preqnoncy 








X Duration Of Preg nancy: 
Total duration of Preqnanty > q montns + 1 day, 
@ 


hom 1*4 
4-0nk s of tmp 
220 clays 
T S. E 
of LMP Ovulatvon | a, 
Pregnancy fs Fethiraation Missed day 
Calculated from here. 
x If delivery = < 34wks = PReTerm 





x If deliver - TU ie — 
G4 
* Blw 33 wks to eames = Teem D: 





Suppose female paint, She had period on 15" March G2) 


Cycle length= Cycle length: Cycle len az 
28 LM ur than 28d less than 28 days 
Or €q: 20d 
Ni ics formula 3 A V for eq+ 2Sduys 
q Calculate EDD from Calculate EDD b 
LP: 15"march + 4months ley Formula Nacgle’s Formulo 
“7 
To date MT 4 duy 22™ pec and Substrate the 


differre bjw 28 


I$ £352 22"pec Add difference. bho Cycle And her cycle tengin 
7 length and 28 
EDD - 4 (2g-2s)=3 
22+ (30-28) 22™*pec- 3 
RU th 
. e$ 
21*1 = 24 ec A 
EDD EDD 


% of females who actually delivery on EDD only 4-1: 


50. of femates we deliver &ithey Lweek before or 1 week Gey their 
EDD- 


¥ Period of viability- 


X US— 20hnks 
X Indic. —— 28 WES 


X WHO—— Z4nts = ndi 


ABORTION LUD of Fetus 


WHO: 4 4 
— Weight of Petus weight of [etus 
S00 qm 7 S00qm 





X Gravida and parity : 


Grovido ——x No of hmes Q R mak haa Conceived 
AAAI IA ADI 
x present pregnancy s Counted 





Parity —> x- No of d , Which fas qone beyond 


X Present prea 





amd: 
some locales, the obstetrical history is summarized by a series of aMi OAS, ese refer to the number of term infants, preterm infants, 


abortuses younger than 20 weeks, and children currently alive. For example, a woman who is para 2-1-0-3 has had two term deliveries, one preterm delivery, 
no abortuses, and has three living children. Because these are nonconventional, it is helpful to specify the outcome of any pregnancy that did not end 
normally. 






— No of Pleqnonuy 7 ZOWKS 


4 
No of ttmes a 
female has conceived 


CAsc (4) :- Preqnant Female at 24w*s has Ho 4 fun term Lye 
moby of 24 wks 
> GP, 
case (2):- A preqnont Female at Zowks has Blo twin delivery ot 
$Gwks, S years back and Ho abortion 2years back 
= Q3 ® 
2^7 Method - 
Gx peces 
CASE) -- Preqnant Female at 24w*ts has Ho fuu term Live 
boby ot 34 wks 
> Q, Pato 


castQ)- A Preqnont Female ot 3owks has nlo twin delivery at 
3ewks; S years back and Ho aborton 2 years back 


= 63P, 44 


3" Method - 
i — > No oF Dive bitths 


Noof er 
delivery No rie No of Abortions 





cy Q4 P4 24624 
by Ga Pato +244 95 Got or2t4 


x Signs of Early Pregnancy- 





Earliest Sign - — 7 € JE N 
+ve at 6wts 
Softening of cervix 


(Normal Feel of cevvrx iS nke tip of > 
Feel During Pr Egne lips 





rite: nee 


t 
© ts present n UPPS E f 7 


Lower post of uterus (1sthomus) is 
Soft and Empty 











All other Stans ave ve at gwrs Of Preqnancy => 
 QSIANDER sten pulsation felt in Loteral fornix of vagina 


Æ JACQUIMIER SIGN: 
OF ~ 





—) Bluish discolouration oF Y&q'oo. 
CHADWIEK SIGN 


É PIskACCk SANE- Assumelical En largement of uterus fa Carl 
Preqnenty dus to Latesal Implantation. 


X PAULMAR'SNSIGN— Feel Reqular Rhytnimic ConhachonA of uterus 


X9 "qns OF Pre qnan cy - 


Picsum ptive Symptoms feit by Patient gnd they are, 
* Amcnnorrhea | 
p ud Sickne s6—9 du to Reg 
Y 


x Turin 4 Frequency 


Probable: Felt by Examiner but Not draqnoshc 
It Preludes all Early Stqns - 


- Cmeans 100 patent is preqnent) 


@ Feel fetal movements | Fetal parts at 20Wks 


@) Heag fetal Heart sounds b Ske thoscope. = 18- 20wk: 


by Doppler = 10wks. 
© USG Evidence of Preqnancy 


e Lf 0n Aman - Fetal Skeleton Can bc Seen at 20wks 


(x-ray in Preqnoncq fs. Cono fndlicatedl) 








PS 0C i5 


alse _Preqnancy :— None of me positive Siqns arc 
Present: 





#*Ante natal visits - 


Iosal WHO= 


Indta= 
Till 28 wks — Once] month 4 visits 3 visits 
28- 26 wks Twice] month i9 = 2owks 
Z 36 wks— every week 2^4. 32 wks 
v rd - ks 

Total= 12-45 visits dag a 


* Caloric Requirements In Pregnancy - 
X Extra Colori during Preqnancy (5 
Trimester "m Extra colür'e Requirement During Preqncnuy> 
1t Trimesttys — A 
2^ Trime skr — 350 kcal ldou 
34 Trimestes——> 4 ko |day 


* Total caloric Requirement > 


Moderate Working female — 2200 kcal]do 
During pregnancy =) 2200+ 3S0= 2SH AL] 






XNVaccination in  Preq naünuy- 






— 0 — o 


å HII 


1-Vüccines | übsolutclu safe :- 
H= Hepohks AlB 
T= Influenaa 
T= Tetanus toxoid 
RabiCS- Rabies 


= 


2* Vaccines Which Can be given ín Special Cirwmestonces: Cepidemic occurs) 





Tab= Inactive Typhoid Vaccine 
P = PneumoCoccus 
C= cholera 


M= MeninqocoCcus 


3: Can bc given if Preqnont. Female is travelling to Endemic area: 
Yellow fever j Normally Conatharicated but Coo be 
inachyc polio vaccines 


Given P preqnonl female (s travelling 
bo Endemie area 


4-- 





Absolutely Contratndicated during’ Brean on) B 
* MMR s 

e small Pox 

e fhirkon POY 













e BCG | 
e Herpes Zoastes 








ay 16/04) 2013 cy 16) 1] 2094 Jan+ 4 mons 
dy 04|i0] 2034 uu 
= 160ct 





0y March 14t Cy March 13% 


by March 22" AT March 21% 


io sune 





4 
a tule 


it march +4- 


4 
€ 32- 28) ] 


= 4days 








€ Total Weight Gained during Preqnancq—9 10-12 Wks (12. 5&4) 





i EI : 
Weight Gain i ae i 


Most of the normal weight gain in pregnancy is attributable to the uterus and its contents, the breasts, and expanded blood and extravascular extracellular fluid 
volumes. A smaller fraction results from metabolic alterations that promote accumulation of cellular water, fat, and protein, which are so-called maternal reserves. 





nd this value has remained consistent across studies and over time (Hytten, 1991; 
Jebeile, 2016). Weight gain is considered in further detail in Table 4-2 and in Chapter 9 (Nutritional Counseling). 


@Latestpgnotes 


* Net Weight qained—s [ g 






x Weight qained A pregnancy is depends on Following factors; 


å- Ethiaicchy CAmenican females qaing more weight than AsSions 
d and Africans) 


à: Socia economic status ( Weight Ganed by IHqhes Socio Economic. 
Female more than Lower Socio €conomic kmalo) 
3 Parity (weight Qained in first preqnancy Will moe man weight 
Gained in Subsequent preqnonuy) 


4. Pre pregnani weight C obesity before pregnency Will Lead, more 
Weight qain during preqnoncy)- 


* Total amount of watery retained In Pregnancy = 
J) 








Edema in Peq nanc plasma 0Smolalit Concenwation (P 
( ph y^rloqrcof and decreases Not and k* decicases 
C 10mos moles) A Ournq pregnancy 


pitting) 











pregnancy 


T e t» increased aldosterone during 7 P a preq nancy 


during Preqnancy: “Inspite of 


NO and k* pelens(on diu to Jot of 
_ea, M 


X Fetus js dependent on moher for 


i Gluwse ce 














M In mother, ; 
to ensure that fetus IS Getting 217 ^t calcium abso phon Dose of Thyroxin 
Continious Supply oF qlucose iy Vitamine D Requirement Should be "^ by 


^ in Preqnanc y 30- Sb en 


from mothey 
T Preqnancy 
h f : : T T 
ue 9$ Hn n Re in MOthe ny calcium Requirement 
^ 


£^ — — wn Peg NAAC A 
due to HPL Max blu 24-28 wks 
of 


Pregnancy - 


SSR aii Gat 


-e Pregnancy i5 Diabetogenic State 


J 
* In pregnancy "iEas fing. Hypoglycemia 
pa (due to What ever mother has 


It ts uhliàed for fetal 


Requirement) 
; z elegram Latestpgnotes 
Post pranck'al Hype glycemia ioi E 


(due to Insulin Resistance) 


X Fat Metabolism in Preqnancu- 









Hyperlipidemia ín Preqnancy ® 


LDLT 
vioLt 

Cholestrol t 
Lipo proternt 

h po lipo proteini 


x Changes ín Genital tract during Pregnancy : 


1 UTERUS: 


DD 


50- 80qm l 1000 qm 


duu to» 4 
e ex plasia 
CLimi'ted) 


EL wto 2oL 


* Shape of uterus 7? Pear shaped 
Non Pregnant al 
Globular 





by 12wts Spherical 


Ovord.(o. bdominal organ) 


of a 


FTA Correct) R is wrong 
dy R Correct, A is Wrong 
Ey both ABR ore wrong 


X The Uterine Contactilily: 


During 2nd diimester — 
Beaxton HEL CHR ony are Pett 








ay Sporadic 
by infie quant 
cy Tup- S- 2€ mea oP. He 


ty 
ire ai 


Frequency T False logus. paf 


X Uteroplacental blood Flow : 
mid kem 2 450 mi|min 


QE term => 500- 250ml| min 


Uteroplacental Blood Flow 


The delivery of most substances essential for fetal and placental growth, metabolism, and waste removal requires the placental intervillous space to be adequately 
perfused (Chap. 5, Breaks in the Placental "Barrier"), Placental perfusion depends on total uterine blood flow, but simultaneous measurement of uterine, ovarian, 


and collateral vessels is not yet possible, even using magnetic resonance (MR) angiography (Pates, 2010). Using ultrasound to study the uterine arteries, - 


mL/min at 36 weeks (Flo, 2014; Wilson, 2007). These measures are similar to uterine artery blood flow estimates ascertained indirectly using clearance rates of 
androstenedione and xenon-133 (Edman, 1981; Kauppila, 1980). These values also mirror older ones—560 to 750 mL/min—obtained with invasive methods (Assali, 
1953; Browne, 1953; Metcalfe, 1955). Logically, such massively increased uteroplacental blood flow requires adaptation of the uterine veins as well. The resultant 
increased venous caliber and distensibility can result in uterine vein varices that in rare instances may rupture (Lim, 2014). 





Inspite of 4 utero placental 
blood Flow, Pressures Remains 


Normal (Since volume and pressure ase 
inversly related) 
/N IN But this does not happens 


in cose of PIH- 


Factors Fayour iag 4 blood flow to placenta f^ N preqnenty and J (^ Pin:- 





x Spiral ortu vasodilation $ 
Anq'oqencsis placenta ds less, So presswc 
is Morc 
rk (aue to VERFT the d of blood Flow tv 
: PGF lacenta í[5 less because 
Bleo rod oen i i there îs NO Angiogenesis 
= l6kimes t 


4 
levels of VEGF and PGF Ld VEGF Y 


Receptor protcin- 


: l PFY 
(5-FLt D 


In Normal picqnancy S- FLE-1 Vj S-Flt 44 


XPesiphesal vascular Resistance Y 


Prog qu bic eid (No) Ë 
roge Ste one Nitric oxide(no 4. 
CSiace (E QelGkcs smooth MusUd Nibic oxide 4 


harackerrsed by Refractdryness bo oues 
the picssurc Ettects of & @Latestpgnot 
Angiotensin 2 
X Micro RNA (mir 34 and mrr 44-42) 


esh tale „in .. 9$ mnc Rex B trie A. 


ower 1A! lv VE eee SE eww FF 


remodel "7 o£ Spiral arry 





2: (CERVIX 


1 Endo Cervix: lined by Columnox Epithehum 
(Red în Colour) 
External Ectocevix| ExoterVix:- lined b Squamous Epithelium 
os (Pink ên colours 


VA (no. 


Columnar Epithelium of Endo Cervix moves out and Covers 
Squamous Githel’um af ecto Cerurn 
| 


Uy 
Eversvon | ectropion Of cewrx 


Normal 


Cervical ectropion 





2y Cervical Canal closed bya 
Mucus plug 
i 


at time Of Labor when Cevw*. dilates 
4 


Mucus piug 'S Released along with blood 
* show definative Sqn of Truc Labor - 





U on microscope 









37 Cewrcal Mucus is thick— due to piogestrone 
Cer 


n ťa ee Pied 
n 


T = 
NAG Q i | 


LI 





B d > Slide- ,ervitca al Amn ot d. 
dosis Beaded. Fern like 
GpPpearcence Pattern . 
Telegram - @Latestpgnotes 
3° VAGINA. 


ly Chodwfck Siqn® 


^ 












Crach bacili) GO 


N Which conycrEs Glycogen present in 
vaginal Epithelium into ¥ all these 
Lactic acid (Qi are defensive 

4 Mechanism to 


aciaityut ®© Prevent Preterm 
E Labor . 





Normal pH= 4-s , In Preqnanty = pH: 35 


Be cause of 4 P&.—— 4 Pathogenic Bacteria 
* Candido Can Suryive ên Acidic Medium 





4 OVARY :- i 
x Ovulo hon fs Suspended. 

X Heq C Subunit). 71H 

~ FSi 


Can get Theca Luten cysts ( muttiple , Ble) 


he ( Placentameqaly Hyper thyrordesm 
x molar preqnanc X Diabetes Preeclampsia 
X- choro CAV CINOMA % Rh iso IMmuniyahon 


«€ Ton Preqnanc 


Molar preqnancy —» Patient haa H-mole, Por mat Suchon f 
Evacuahion done 


4 
How do you manage theca luten cyst 
f^ Inis Cose ?? 





- BREAST - 
* are modified Selbaceous gland 
X Colostrum can be expressed. 
— Hos Everything more ên Comparsion to breast milk 
Except, 
K-» Potassium 


F rot 
C => Carbohydrates. 









L- Extra caloric Requtiemendiediam - Depsa 350 keall day - 
2: Extra caloric Requiiement (n Lactahon— > 600 real [dau - 
ö BMR ís ^ by 10-20]. 





© MATERNAL ADAPTATIONS To PREGNANCY- 
HEMATOLOGICAL CHANGES 
—o > 


1. Blood volume 





(40-451: 
max= mid himestes) 
X plasma volume (401°) Ligut'd Component is ^^ more than 
| Solid Component 
* ROC volume (201) 4 


(No of Er yinrocyte{® 
Reticuld cytes (T) 
Mateinal €rythropoetin 







Viscosity of blood (QJ 
4 


) Hemodilubon durina 


e 





Dre nany 


X (J) Packed cell volume = RBC volume 
Plasmavolume 





) Hematocrit 
* Hb "in (qm) (9 x Ho oe 
du 
0; Aak ir Capacity of blood 
* plasma pro tern C A Plasma Conrenvahon (Gl) 
Mass] total amount of plasma Cql dl) 
Protein (qm) 
* Globulin x Albumin (92 


( Sex Hormone binding globulin / 
Thqrord bin ding glo bulín 
TM a 


RN 










2 BC | Platelet count 
Tec ( 15000) Jd, CNeves be less tnan(®)) 
Post pastum= TLC = (25 000) kla Benign gestational 


seni - ET tpgnotes Thr ombduy to penta 
DLC = Newtro phis V cpascog Normal " 
Monouy tes 


T-LyMpocytes 





D Immunity ———— 


t 


a = E 


Humoral Immunitq 


Tie T 


ty = zn cm — iR s 
up Regul ate Iu 4, 10,15 


Diseases Mediated by Tu, 
Flare durin Preqnanc 
I 1 d 


4. SLE ts more Common 


dasg [eqno 


4 Al Inflammatory markers T 


ESR=% 
CRP: 


5 All Clotting Factors 4 


Pregnancy (s à Hypercoaquable 
State 


* Sesum Fibrinogen levels 


L Siac OF Spleen T by 50t 


Cell Mediak d. 
Tu-141 Q 





sls al: Interferon ol 


Diseases mechalted by THL, 
they Improve tn Preqnoncy 


Hashimotto thy sovolitis , 
Mult ple sclerosis 
Rheumatoid grtnrih's- 


Except Factor 11, 
Fibs?n stabilizing 
factor i 

Fibyinolytic achvity, 
: PR 
P las minogen ——> Plasm?fn 
(tissue Plasminogen achvato) 
TPA innbitt 


K Anh coagulants 
protein cV 
Prbpie n S4 
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x 


V 
ty B- Lymphocytes 


^ n P 


n7 CDA. LDS 
iy BT and CT 


ivy Antithrombin 
Changes f 


n Tron Metabolism r 





in yCanancu- 
1: All poro meters of Tron Metabolism decrease during 
preqnancy (Total tron V, Serum ẹerrihn V) 
Except = 2 T^ of 


iron Metabolic 


e Seru ransaterr’n level 


e TIB 
2. Total Iron requirements during Pregnancy = sail | 
Ó' Fetal Tron requirements during — preqnenty = 500m 


4: Daily Iron ie quirements during Prt qnenty = 4 — Gmq | clay 
4L 


To fulfil it in Diet, we have to tate 
40- Goma of Iron 
4 


"r prachcally Not possible 





J^ Fe Suppkementahon fs mandatory - 
dwing Picqnency ° 





it is Given because mca. 
F anemia durin Preqnency 
SO} ín Indea ts Fe end Folicace 
defrurnuy—? Ha Dímorphrc 
Ltablet [day starting from af ente of Preqnancy 
ly ‘ 


Anemia 
Tdeall 


à a 


Yt Should be taken throughout preqnenty but atleast 
(E Should be takn for pa 
, y S 
Then it Should be paken fo 


Aftey delivery (bo 
eplenish Tron StotTes . 
[Tron Salt :—- Ferrous Saar 





mala vlw 





NS Lon tablet 


[Ferrous Fumorale |(tion Salt n. MALA DIN ) 
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Changes i G tem: 
* Gastric Emptying Lime 

Normal tn P'eqnont y Min labor 
* progesterone = Smooth muscle Relax tont 


LES ~ Relaxed 


4 
^ G1 reflux 


^ Heait Buin (Py rosis) 


- MOI during Pucgnoney:-/ Morning SICKNESS 
: due to Hcg 


A constipah'on 


A Haemortoids 







Estrogens pécqestesone , PRL, 


Placental GH, Lephos Gre 
Also cauces Vomiting during Preqnontiy 


* it Resolves aftcs 16Wks of pregnancy (14-16 wes) 


Hyperemesis Geavipaaum:— 
Excessive Vomile 
— ier omitting 





t Significant Weight loss 

2: Dehydrabhon 

3. Alkaloses Cdue to loss of uel 
4» Starvation ketosis 

S. Hypokale mio 


= pioblems in Hypes Emesi: 






ie Vitamin k defi centy- 


* Tkcan leads to V prothrombin 
levels 2: T Aeupho placenta 


Le ® Preterm Lobos 


us Coagul opathy in mother "m = ES pre eclampsia: 
Y Vitamin k “embry opataye rer’ 
Y Inwacronial Hasmowaqe vn fetus 


2: Thiamine debecatu r= 


PPh ef SD 





Wer is n phalo pathy 


Ataxia 


Confusion occular siqns 


=> Rsk Factors (^ Hupes emesis Grav'idosum:- 










v 
Molai preqnancd (Placentamegaty) Female fetus Hypes thyso idis 
Twin pregnancy ame 


Marijuana Use 
* H- pylorus Lnfechon=> +|- 


x Management of omiten In icqnoncu - 


ia Mild / Morning Sickness: 


4 
* Small Frequent meals 
X* vitamin Be 





* Doxy lamine 3 Severe vomiting: 
x. Doxylamine + Pyridoxine Iv fluids 4. Th?amine 


xe Diphen hyudsamine : 
Pen iv Metoclo prom ole 


2- Moderate Vom ting: IV promethaarne 
Æ Promethaaine 

Æ Pro chlor peragine i 
* Metoclopramide 


* Ondensetvon - 
(Orally , Rectally, Parntval) 






Intractable Vomiting 
4 


LOSE Resost || 
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X Uterus push diophraqm up Coy 4cms) 
1l 


Rv Y CResiduol volume 
ERV Y CE piratory Reseave volume) 






X Transverse déameter of chest A by 2cms 
= Trdal volume $ 
= Minute venhlahont 


x* Circumference of chest e by 6cms 


* Subcostal angle + 
In Non preqnant Female = 68-5° 
in Preqhent Pemale = tors" 


Parameters which 
Inspiratory Temata Normal 
capas (f) » 






i. IRV 
2° Tec (N o siqntiy y) 


3- Resprraboxy Rate 
— Funchonal Residual 4: Maximum Breathing 


Capacity © Capacity 


S- Vital capacity 


Chanacs (n Renal stem: 





Sige of Kidney T 1cm 


— Hydrourctes Cmainty on Right Side dw fo. Dexborotation of 
uterus) 


congestion of bladdes 


Bladder pressure (05 
& to 20cmof H20 


Blo.dd e capacity (Y) 
Urethral pressure 4 
Length of urethra 4 
Total Blood voe. PURIS Preqnoncy 


^4 Renal blood. fifearam - GLatestpgnotes 
GER | 


b. d Á-C 
Clearence of Serum wea Y © 
urea, uric acid, Creatinine & Serum Wiaacidw 
Serum creatinine 





© MATERNAL ADAPTATIONS TO PREGNANCY- 
LIVER CHANGES 


X Size of Liver Remains Normal 


KAM Liver Enaymes 4. In pregnancy Except S alkaline phosphot otose WY 
synthe sie. rN Pregnant 

by Liver 4 QED 
EE 


Heat stable 
Alkaline Phosphatase 
X Cholestasis of Pregnancy 


L Recurring Jaun dite of preqnency / Ictevus Qravid ium) 


X (t Seen in 329 trimester 















Bile acids Which are Cleortd facom pu ly, they acum mulates 
en Plasmo 


Mc Complaint (Frist) Best Investig ahon 
4 


PRURITIS ^ Serum bile actds 
Clams y Soles) 


GO. y 
Jaundice SGOT, 5GP1 Alkol ine " 
(@iltrubia < 4-5) Cithes Normal or Phosphatase T. 

oo 
Crtever SA than 250) 
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X Fetal Compl catons: 


Preterm Labous Bileacids l T Fetal dis hess SHI birth: 


X Sus qactants RM 
RIP 4T meconium aseprsation 
^ RDS Syndrome 
x Obstehical Manage ment - 
Induction of Labour — 38- 349 of Pregnancy or 
Termination of preg nanug at 3g- 
X Medcal Management - 
1. Anh Ui'stamines 
2: ChloestryamineCnok PrePhaed becouse it 4 Fat 


Soluble Vitamins) 
3: DOC—> URSODEOXYCHOLIC ACID 


*#Recurrence of cholestasis = 60-304. 


X OCP% are Contaiadicated in thh 
 ——— 5€ 






















ese Posales 


X Acute Fat Liver Of Preqnancy*- 
x M|c|c of Acute Liver Failure în preqnancy 


x Associated Recessivel Iohe ted Mitochondrial abnormality 
of Patty acid oxidation. 


Mutahion (n^ qene on 


CNYOMO SOME , 





Codes fox LC HAD Mayme 
Long chorn 3 Hydroxy acyl CoA dehydrogenase 


Responsible fox oxtaahon of Hine 
Chain oF Fatty Gerds- 
Patho physiology = 


Long chain f atty acid accumulates 
1 Acute Liver Tajug 2 ENEE 


Capillary Endothelium 
becomes Jeaky 


Hemocon ccn ra Hon 3'4 space 
accumulation 
Telegra Latestpgnotes Piutd 


Renal failure —— uieroplacutol 


S: uca blood How Y. Ascitis  Pubnonar, 
S-uufcoct Jl 





S-Creak t d blood How 


Fetal distress 













Vn caturcs. 
Nausea and Vomiting in JT himeswer f In Sol of cases 
lorte dweek BP 
Jaundice areta 
e EMMO 
Tavestigations: 


Bilirubin CK 10) 


Hqpoqlyomio. 
Sqor, SAPT C 1000) Hypo albunemio 
A\ktalinc phosphatase T S uto T 
Mi clotting factors V $ un cac 

S: Fibrin qen V 

cat 

BT 

P1 


Differential Diagnosis: H ELLP Syndsome 


Management: Immediate Tesminaton of preqnoncy 
Mode of Deliveyy—> if vaq inal delivery is Possible With ín 24hrs 


— then qo for vaginal deliver: 
Other wise qo fos (€saran Secmon- 


Adrenal glands: 
Oll Hormones 
C Including aldostrone) 


Panct eos Telegram - @Lat 


stpgnotes 
^ Insulin Secehon 
Tnsulin Resistence. 





Pituitary qland G) 
All Hormones relesed by Progesterone T Estrogen 
Antetos pituitary gland during li, A 

pr eqnonteg 


—ve on Lu —ve on FS 
tt 4 
LH FsH|. 

X Thyroid land Changes durin Pieq noncu:— 


1 Sae of thyroid gland ^4 
Cour, goitre fs  poiholoqftal 


2: In preqnanty = heq 1 
l 








cl subunit Sîmilar to TSH 


Jd, 
T 4 
Ta 
3 Thyrotd binding qlobulin T 
4 


Free T3 ] Normal 
Free T4 


ks ore éw yrs im pregneng 
(Females Gre Euthyrotd fn Prcqnancy 


4- TSH = Normal Ot slighty 4 
S Iodine requirement T during preqnaney = due ^ Iodine 
€x cie on daning Paeqneny: 





X CNS Changes ín pregnancy :- 
Siae Of prtultary qland during  picqnoncy 
dy 


E TUR Lobe. of pituitary; 


emale has PPH —9 blood volume $ —> amount 


oF blood flowing to pitur tarx y X — Necrosis 
Telegriim - @Latestpgnotes Anki ov prtui tary 
4 





Queshyons: G) 


9. Werght gain ín preqnoncg (e related Eo all Except’ 
ay Ethinicity Cy Socio Economic iiie dt 
b5 smoking AY Pleconcephional weigh 






] T 30k |m2, 
. A 28year Old Premiqsav’da had prepregnancy BmI of GER 
ie 0» 3 what is recommended weriqht qain for her SEA 








AM M a 
pe m m" Nancy. C5 30-13 by 
oy 8-ILtq dy 14-16 ka 
BMI and recommended wt gain 
CEBENUEG: 1 
weight gain 
Underweight BMI = < 18.5 kg/m? 12.5-18 kg 
Normal weight (BMI 18.5-24.9 kg/m’) 11.5-14 kg 
Overweight (BMI > 25) 7-11,5 kg 
Obese (BMI > 30 kg/m?) <7kg 


O: The clott?ng factor which ^s not fncreosed fn Pregnancy 
Gy Factor at cy factor 10 
by Factor + si Pocos 11 


. Atl oF the Following May be Obsexved Ma Normal 
a Preqnancy Excepk , 

3095 OS "Foll ên Serum Ison concenbsahon | 

by Increase ên Serum Iron binaling Copocitq. 





ds. Increase fn blood Oxygen ` Corry ing Copacity - 


O: True about Various Chonqes in Pregnancy 's| ore 
"ev Sy Fibrinogen levels are incteased 
E bY uric Gctd levels are INUCOSE d. 
rS- polassium fs decreased 
dy Sodium  tttension- 





G. Most common cause of Platelet 4 (n  Pregnonty 
ay Immune Cy Tdio pathic LY penie 
by Incidental dy Infection 






Q- In Normal Peqnoncy character of vagina fs; 
ay ^ Ph cy ^ glycogen Content 


ram - @Latestpgnotes 
ri d 


By ^ ho of Lacto bectif y ^no ob pathogenic bacteria 


cc ich a tre Following is énereased tm peanony2 | 






6 


ay Intense TE 


by SG0T, SAPT less than 60 £u dy Markedly f level of altoliine phos photose 








G. ' 
Gy Serum bilirubin Cy Serum alkaline phosphotose 
dy serum tronaaminase 
| Gy 3q wbs 
by 36 nks dy Aowts. 
Q 





Qa okin Cy minerals 
ee ay Immunoglobulins 
G In preqnancy draphraqm (s elevated by 


cy Gcms 
E dy cms 
05 Fibsinogen 1 Wl sto facto 
by qlobulin 


dy T. lymphocytes 


Q The celis Which predominates n yaqo at the time of 


OY Supu bool cells Cy Rasal cells 
hj Intermediate Cells dy parabagal cells- 








In TUM 
Basal 
ufrci eus Intermediate ceils Basal p Sarees 
When Estrogen vs When progesteson e No Hormone 
Pre dominant "S predominant Predominant: 
Eq: First half of Menshual Eq- Ppreqnancy Eq = Menopause 
cycle. postpoytum 
9 i elegram - atestpgnotes ; 


ay vital capacity Cy Total lung Capacrt 
by Maktmum breathing Capacity 5» mmm quuni, (7) 


S: Consider. =f etlnsating E GA 


: 02 Con g?nq Capacity of blood fneeased during picqnancy 
2: ArteriD venous O2 Gradient decrease “N^ Pre qnenty 
3: 0; Consumption fincreases during Pieqnencg - 
The True Statements are, 
oy L ond 3 
hy L Ond 2- 


C; daly 4 








Oxygen Delivery -= 


The amount of oxygen delivered into the lungs by the increased tidal volume clearly exceeds oxygen requirements imposed by pregnancy. Moreover, the total 


hemoglobin mass and, in turn, total oxygen-carrying capacity rise appreciably during normal pregnancy, as does cardiac output. Consequent 
arteriovenous oryg iterence diminished. Orygen consumption gros approimatl 20 percent dung pregnancy and itis apronimately 10 percent Wigher in 
multifetal gestations {Ayjimaporn, 2014). During labor, oxygen consumption increases 40 to 60 percent (Bobrowski, 2010). 











6): 


03 Tutn Pre gnan cy Hy pey tny roids 
PEA asie i dy Diabetes 


9, ) 
Cy Wernicke Cncephalo pathy 
by Abruptio placenta dy Vitamia -k di Pretency ; 


9 HEART DISEASE IN PREGNANCY 
Changes vn CNS durtng Preqnoncy `- 


Cardtcc Output = SV x HR Mafn Hormone durfne Preqnency fs 
a + ^ Progesterone 


Beqink to^ ot Swks Smooth Muscle Relaxtant 
X Maximum during Preqnency = Z8- 32 Wks Jj 
(401) | © perzpheral vasuuloa Resistence CU). 
K Overal Maximum Cardiac output : Pulmonasy vasuulor Resistence QU) 


a post poxtumC101-) 


Telegram - @Latestpgnotes s stolic BP 


2" stage of Labor (St) x Deartolic BP 
Mean arterial pressure 





Late 15* stage of Labor 


4 : Maximum | in BP — (5) 





28-32 wks of preGnency iy Dfastolic BP 

p 23 2j maximum 2^ trimeste 
g 8 3) Supine posthon i 
P 
T 
i, 
P. 
8 3 
8 2 

1 

9 Mlpregnant 20-24 25-32 38-40 toy Lm re ae 

Weeks gestation Labor 


( same Sequence ’n cose of Heart failure) 


(AX 





Ln Comparsion to non preqnont Female 


Co is T 
But Compare bo Coat 28-32 Wks, 
Cofsy 
Because oF pressure of qravid uterus On 
INC 


JL 
Pooling of blood ra lowes limbs 


due to this 
Normal= 8mm of H here rs 
Preqnoat female = 20 maHa 4 
1: Edema 
2-Vartcose Veins 
3: Wemorroid.s 


02 Consum phon A-V 0» Gradrent 


met In Late i haa 


Lf pregnant Female lie Supne 





Grav(d Utrus presses 0h EVC 


V Return VY 


Cordroc out put 4 
L Telegram - @Latestpgnotes l 


In pees in Fetus 


JL 
HY Po tenson Blood Plow d 
E Fetal distress 


M AL ators t Y e wu 


i- Heart Rote 7T — PRT 


2. BP Y 
3: Heart Rotates upwards and Out Wards dusting Preqnoncy 


m Apex beak te heard 
Pal p'tations tn 4th rcs 2-¢cms latral to 
_ECG ~ Midclaviculay Irae 
Left axis devtatfon - 
A- Heart sounds: 
Sı = loud + wede or prominent split 
$2- Normal 
537 Easily Heard - 


5. mens 22 EL se 
Mc — In 20l Soft d’astolic Murmur which 
Continous murmur Cmommory musmu.y ) 





is FronsVent 
— In lol 


6° on chest X-ray — appears: Mild cardtomegaly 


i- IvP|cve 


2: Ejection fraction. 





Indicators of Heart atsease during p'eqnoncq-- 


Symptoms : 
e Clubbra ° pulmonary Edoma. 
° Cyanos’s 
e PND 
e Orthopnea 
x ^ Ive 
K $57 Loud + Prominent split 


x SA 
X E(ecton Aystol’c mumurs > 3/6 


x Diastolic Murmurs 
* Chest X-rau — Marked Card’o megaly 


x Any Arry mma 


He art Drsease In Ps eq nancy T 


e Most Common Heart disease fn preqnency—> MS 
s Most Common Cause of Heart disease in developfo q Counkies— RHD 


» Most Common Hcart difsease în Pieqnancy f^ developing Coun wies —> MS 


e Most Common Cause OF Heart disease in pregnancy êN developed 
Countyies —> 








e Most common Cyanotic Heart disease during Preqnoney —> TOF 
* Most Common Congenital Valyular Heart disease durfag pieqnenuj—> Mihal valve prolapse 














Class T 
Maternal Mortality 
(Sit 


V 4 
All congenital 
Heart diseases. 


Class T Class TW 
Maternal mostalitu Maternal Mortality 



















-K Pregnancy mS i<— 
Contra "nebecate ol 





* Marfan Syndrome with aortic 
fn volvement: 


* Coartation of Aorta 


x Indicahions for MTP 









#** Heart disease fn Which Pregnoncy ^s Contra Inchcated => 
7 f AU 3 Heart L  diseüce belong Eo Clarke's Claes TU 
2: Cjechon Fraction < 307 
25: Severe MS 
4: Severe AS 
&- Any Heart olisease which belong, To NYHA class M or Ww 





in 













X* MTP Heart disease Patient in Pregnanc 





Jn Heart disease -- 





Normally Ín india N eh ere 
i Best memod 
12Wks TU m 
ZONES 
en. on m du 
vro iiA 
Management of Heart disease patent dusting Laboy ~ 
l* Rest in Left Lateral postion pr propped up postton 
2: Restrict 
V—9 o pjy examinohon 
* Tv fluids ak ASM ji 
3 Best Mode of delivery— > Vagina 
" legram - @Latestpgnotes 
Best—dllow patint 8. Induction of Try vagrnal delivery 


bo qo (nto. Spontcneous E" 
Labour TF 2 stage of Labor 7 Zomind 
——£_{_{——— SS MÀ 






Normally : 





2nd stage prolonged 
Nulli = 2hrs 
Muti- ihr 


4 


SHIN use Vaccum or Forceps 


l 


Kla Pegtayunue. use oP 
orceps Oy Vaccum 











€ Mofenol didhece 
Indications for Cesarean in Heart disease: e Fetal distress 





e ande oqe Labor Prolong 

| Any disease which (nvolves Bota — Porke ancurysm: 
? AOthc Stenosis 
Marfan Syndrome T fortic tavdlwement 
Coarctation of Qorta 

L Recent MI [CHF 

3. Emergency Valvc Replacement after delivery. 

4 r£ Patint has been Fully coagulated on warfarin at hme of Laboy Or 

Within Zwks 0f Labor- 


* Anesthesia ——y Epidural anesthesia: 


xConditvons Where General anesthesia îs used’, 


I. inta Cardiac Shunt 4- severe AS 
2. Hocm S Severe AR 
O° Pulmonary HIN 


X* Management of aya stage of Labous fn Heart disease pont; 


3 Active Management Of — zx stoqe of Labor- 
( af Metin ceomertinie Te cakatndicaRS). because Lt couse 
ctanic Conhachons in uterus — What eves blood was there fn uterus, 


tk qoes back Wn to the Circulation — AS carckooutput i's maximum 
immediate. post partum , if agasn blood qocs back tato 
crruslah'on, it Leads to Heart Failure Y 
? Give Injection Diurehes - 
=> RnhbioHes Pre phylaxSi's for infecHve Cndocaidih's after Vaginal 









delivery  / 
x contraception of choice fn Heart disease 
Temporary Method Pexmanent method 
AAAA PRU? BED dix Rp P P. P ad 
Eorlier > Barrier Telegram- @Latestpgnotes: ar uncles qo vasectomy 


Noww— Lucb 
if male Parmer refuses 








Tubechomu: Ga) 
& Tubectomu rn tleast disease: 





Tyme Best Method LG pro scopic 
Best After Gwks of delivery Mini Laparotomy Sterilia ahon 
Mbest — End of 1% wk after i's conho Indicated 

el’very - = 


* done |, Local Anesthesia 


* fret coagulation of chorce (n — 


9 He r 

Warfann parin 

e Strong artíceaqulant €&— ———— Advantage  ———— > o» cannot Cross placenta 
e Can Cross placenta €— — Disadvantage —— * weak anhcoaqulont 


fn fetus 


[ : È ^ : ge Ar O-F CF ems À 
| T E TJO UI x b 7 T= — | 
€ 12NHks | | Heeai(n ^ | 


Heparin 


Ghrs after vagtnal delivery $ 


ahr AH e SAVEL an 
























- o os i » J 
ONEVFAtTNaALTCACLGA 


Labor on  warfarfa 





rato 





x Lf patient qoes 


Management > Cesarean Section 





est ri d. Surgery 0f. choice Surgery fS contra 
o un l'adicattd. vn preqne^tj 
4 - Balloon Valvuloplasty Y 





2% trimester Of pregnoncy 
C 16i 











Q. 
ay Vsp Cj MvP 
7 coarctation of gorta dy ms 
- Maximum swan 0f parturient heart occurs during 
Gy (t Krm G ISt Aimester 


dy 2° time ster 


d Maximum cardiac output in Pregnancy (s ot 








0) Zowks cy 26 wks 
by 24 wks vig 2gwes 
`~ In whrch of the Following Heart disease Matrnal Mortality vs Pound 
to be hrqhest ? 
CY MS 
by Coarctahon Of Goto. dy As 
Q. A prosteetic valve patient Switch +o heparin Gt which kme of Preqnenty? 
ay 28 Wks VF Bhwks 
by 32 Wks dy post partum: 


@ANEMIA IN PREGNANCY 


Tron, Metabolism in Pregnancy: 


K Total amount of iron Needed n Preqnonc —3 1000 me 


X* Amount of Iron needed by Fetus 
X Amount of Tron [ose during preq nont y — 2so0mq 





Daily Regui 





AA ues E 


X NOW Since only Lol OF ITEE tron is absorbed, 


3b ba Full twitter BP. A-C wal de 


EI | re M 


Amount fo be given in diet ——> 40 - ui 


Impossi ble through 
diet alone 


Hence Iron Supplementahion 
ÚS manolatory ín preqnany 


Anemia Mukhe Bharat Programme 
oe 4 Folic actd= S00 mcg 


9 It Should be Started from 4% monta of 


Pregnancy: 


Tron 
Y Conhauted through OUt pregnancy noel 
but Gt least fo aurin 
Preqnancy ahol 
4 


Why’ To Replanish Tron stores 
AMC Gnemia fn Inda êS Tron $ foWc acid defiwny ANAMA 
CDimosphic Anemia 


Anemia fn pregnancy: 
PATHOWAICAL ANEMIA 


PHYSIOLOGICAL ANEMIA 
duc th Other causes ike 


duc to Hemodtluton 
Tron defterency, Folic 
acto deFrerency etc. 








ES f- 


9- Anemia (^ Preqnoncy He < 11gm- 
Q X Severe Anemia ín Preqnoncy —> Hb < 3 qmi. 
€ ôn preqnoncq —, GD 


Q x Very Severe Anemia 
JC Trimester Wise definition of Anemia as pue WHD Gnd 
A 


p— i at = 
ipo! | | 


Zaga 


€ iv Caldl 












Nd trome stety 








Important — one liners? 


i MC cause of Anemia rn Ppreqnanty — phus roloaical 







2: MC Cause of pathological anemia in preqgnency > T irons 
$e qe marker | Most Sensitive Markey 0f. IDA 5S 


4: MC Cause of oe blash'c anemia in Panoge md 


(<30= 1BA 
30-4-0- Bor derli 








Cdimosphi c) 


Screening for Ancmia (n Preqnontg: 


1 Should be donc í^ oll preqnent Female 
2: At St antenatal visit Qna Repeated blw 24- 28wks 


3° By do tng Complete blood Count 


Treatmeat of TDA: 
i ORAL IRON : 

Therapeutic dose- 2-3 tablets of zron | day 

qive till blood porometty become 

Normal- 


Oral Tron — 














** (KIS blood parameter to T aftu 


XHb increases after Swks 
X Rate of ínceoce of He3 03 to Lam/wk / 


Sn rar ae __ 
4 
Then n pahiat on Maintaianre dose 
€. 6omg Citab) | day throughout 


Telegram - step, 4° 190 da, after delivery. 






problem of oral Iron: 


L poor Compliance e 
3. GT Side Pehhects 


Se Hy po chromic) 


re) 





3: Tt Cannot be used in pts with InFlemmatosy bowel diseaces 
like Ulcerah ve tolihs ) Crohn, diteose- 
4- Cannot be used in patints Qfar bariahi'c Surg cry - 


2: PARENTERAL fRron= Tlv 
1 Low molecular weight Dextran- 
24: Iron dSuxrose 
3: Ferric Car boxy maltrose- 


Remmbti—> Rate of ^ of Hb after pornkral zron (s some. 


Advantage —, x Not patent dependant: 
x Large amount C too my Iv) Can be qyvern (^o Stagle 
infusion: 


* NO GI Side Cffects. 
X Can be used inm pts of reb and afty Barbre Sx. 


Calculation of Dose of parcat tral Iron'- 
Assume: * Blood volume = 65 milk 
* Hb tobe Cotrectcd uptill 14 qm- 
* Each qm of Hbi- 33mg of Iron- 


ne —————— Yd 


Volume of drug to be given= above value > C 
Where ‘C’ ís Concentrahon of Tron] ml in 
that product: 





caseM Suppose : 6okq pregnant female With Hb 8 


No need for Iron Stores 
Using Iron Sucrose = 20 mg of Tron | m) 


=> Hb deficit = 60 x (14-8) x 2145 - 332 ma of Ivon- 
Dose of Tron injection Needed (m) z 442 ~ BR'éEml 


20 


case (2) Suppose ‘- Pregnant female with Hb 6gm Gt 36wks 0È Pregnoncy . 
4 
WHAT 15 NEX1 STEP 7? = Blood tran Afu cion 
Indrcations Foi Blood. transfusion ĉa Preg nony: 


L. Plegnancy < 34wks + Hb € &qm |. 

2- Pregnan Zz 34wWks 4 Hi € qm f 

D>: at Lobo. Hi 24qmit 

4: Acute Haemorraqe PA | P'Eq nont Causing "b <6 gmt 

S Anytime if patent Hal Heart Failure’ with jow Hb levels: 


€ DIABETES IN PREGNANCY 


Changes (n CGrbohudrate Metabolism during Pregnancy: 





Li Insulin Resistance during Preqnenty 
due to, 
V i 
Mainly: Othey Hormones mc 
HPL y Estbqen ur gues pig 
v Progesterone "rd 
» Cortisol p y 


X Fetus dependant 0n mother For 
Mother 
Glucose | QLUT f and QuT 3 


q\ucose Reguireme nt: 


Faciliated Diffusion 
| 
Fetus 
£ In Preqnancy there is * Fasting Hypogly mo. 
e post prandral__s Hyper qly cemia Cdue bo Insulin Resistance) 
* Glycosuria (S Normal during pregnancy. 


X Maternal Insulin cannot cross placenta: ;. Insulin ts DOC during Preqnenty 


for treating Diabetes. 
* Fetus Starts producing Insulin Gt i 





iow tena i 
(Fetal Hypa iy cemica) 
p ce 


B cells of Pancreas oP fetus Hyperalvophy 
Y — 
^^ Insulin fn us 


d- ^ growth of Fetus 2° V Surfactont production 3 gig bitth 
Y Ri 
Macrosomian ^ eos 





elegram - @Latestpgnotes 


Diabetes in Preq nancy: 





Diabetic female has Female was Normoglycemic 
concetved before Preqnency 
d 4 


Overt Diabetes 


Dusting pregnancy due bo 
Tasulin ae 


becomes adrabeh'e 


| 

| 

| 

| 4L 

l Gestah'onal Diabetes 
| 

I 


Æ blood Su qars Jevels fv GF x 


x blood Su. qois Levels ® Prom 
24- L&wks of pregnancy: 


day 1 of pregnoncy, 









ree radicals 
Co ngent tal mal formahon 
AALS BABII DOO 


X Free radicals are formed X Free radicals will be 
From day 1 Formed Gftea 24-28 wes of 


Preqnoncy 
® chances of Conaeni Lol 


malfermahon fn baby: By mones 
4 


No Congenital Mal-formathons 
Seen fa babres of qestahonal 


Niahe i 
xOvert Diabetes: 


eFRs 27 126 mal4l 
* RBS 7, 200 mal dl 
e HbAic 7 68$4. 


X- Test which (Brsdicts) the Chences of Congenital malfor mahon 


(n babies“ oF Overt Diabetes Mother — 


€ 6 S1. GS—4S “As 
4 4 Ny 
No chances 5 4. 206l- 


X Best test which detects congenital malformahion in babies of 
Drabche mo they — Telegram - @Latestpgnotes 





- of Dreaancu. 






TiFFA Should be done n Gestahonal atabeh’c and 
Overt diabehc pre qnent female 


X- Methods to prevent _Congent'tal Malformations: 
4: By shick Contol over qlucose. 
2° Folic Qera Su ppl C men tahion=> 400 EM | day 





Doc for eg Overt Diabetes 


E 
ni 


9 MC Sustem Involved in Congenital malfosmaton — CNS 2 CNS 
d q 


eMc congenital Anomaly Seen ——» VSD FNTD 


e Most SpectFre Anomaly seen —> Caudal Reqression Syackome | sacral 
agenesis - (RaR) 
* Most Specific Cardlavasuculas anomaly —s TGA 
@ MC Cardiac anomaly Seen 'n babies of Diabetic mothey —_ VSD 

9 MC Cardlovasqular Fradrag Secn fn babves of D'übehc moma —s OCM 


® Least Common Cardiac Anomalies Seen tn babies OF diabehe mother 
—> Tar 


=> Caudal Reqression Sy ndr ome. 





——— of —— — 


b o Recommended by 
4 ACOG WHO CADA 9 TADPSG) 





A Recommended by 
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| TwO Step Opptoach: 


* Recommended by ACOG: 
D'step:- Screening test: Glucose c e best CGC 





Time= 24-28 Wks 
No fasting rs Required. 
Methodi- Soqms qlucose to pahent 
ihr 


Check blood.suaax levels 
L 1 RU 


X 140 mq] JI 7140 but < 12d 77 180 mg 
4 4 
Nothing DO Next step Diabetes ve 
e bioqnost'c test Confirmed: 


Note: 
X ACOG (201+) Recommends Universal screening fa all preqnent 
Pemale rrespechre of Risk factors. 


X in 100 Risk females — GCT 
to be done only once ojw 24-28 


X- In High Risk Females — Qca 
bo be done Ât St antenatal visit and repeated GF 24-2 wke 


Risk females: 
+obese female 
x Age > 30y4eurs 
* Prevvous kjo GDM 
* Family Mo D'abetes 
* Previous Hlo congenital malformah'oa in baby 
+ Previous Hfo still birh In baby 
* Previous Ho TUD in baby 
* Previous Hlo 7 3 abortions 
* Prev/gus Mo macrosomia 
* IF present Preqnancy Ahe has any Complications related 
to diabetes €q:- Polyhydraminos 


nd 


2 Step: Perform a Shr 100 qm 
e preparation: ove n'qht fetia 


C8- 10hrs) 
ISE sample = Fas Somple 





OGTT CGluos 





- L ^l DLIA f. 
e COren 


Give her 100 qms of glucose 


/ 


2 sam ple inr PP 
ztd Sam pier - Ohatestpen bsp 
A^ sam ple Shy PP 


Total = 4 Samples 


if any 2 or more than 2 values Gre Abnormal —>(onfimed Diabetes 
How to decide whether value is @bnruvmal or aot ? 
y 


Criterva to be fottowed:- 
[CARPENTER 9 COUSTON — cyber 


Fasting AS mql 2t 
j^ igo maid) 
2m iss "l4! 
3hr 4140 mali 


2: NATIONAL DIABETES DAIA GROUP. Criteria: 
tio fo Fasting, ihr, Zhr 
*S fo 3hr 


ey limit 0 Ormal values OTT- 
E Um 100 4 QUT CACOG 


Corpentür and. Cousion National Di aie Dakta qroup 
Criteria Crile 


nwa. 
LL m _=—— 


ihr PP 


17» mE SUN UNE RN 


2s approach aa cmm by WO 















2: One steer approach: 
(No a ne Screening test) 


Directly a£ 24-28Wks — Ask Pahint to do 
over n'qnt Fasting (8 - LO hrs) 


Ist Sample = FS sample 


Give IS qm oral qlucose. 
After 1hr —s 277 sample 
After 2hr —> Je comple, 


Total SEM press"( iP Lor 71 value abnormal , 
then Pahent iS SQtd to "Le 
diabe Hc) 


Ciiteria for d$ qms of GTT.: 


| 
Fast ng— G2 


L hry —> 180 
ZW ——5 153 


NOTE: Unlike ACOG , NHD recommends test only fn 
mn Pemales with any Risk Factor: 


Nower days, DIPSE Criteria _is followed ín Indiai 


X No Fasting Needed. 
x Whenever female comes for antenatal visit (wot necessary 

24 -2gwks) 
Irves pechve of previous meals 


Give 35qm of Glucose 


4 
aftcr 2hrs blood suqos levels 


7120 2.146 pup 
W 
Glucose Intolerence- Gcstahonal b Overt 
diabetes. 
% This test has to be done 


in 0M. preqnent female s. 


Management of Diabetes. 
1* stcp> biet pio aun 4+ Exercise 


2wks 


L 
Aim for metabolic Goals 
pestia q —, 





2hyPP_, «120 
Hb «65. 


Not ub dd ou Z2WES 


Start INSULIN (Doc) 
Æ Doc for treating Diabetes ín preqnency fs al 





X During Preqnaniy Insulin dose i5 





* Deng Labor C pahtnt> Liquid diet] Ni) oval) — Dose of Ta 
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* oral Hy pogly cemics Gre conta Inck'cated during Preqnency; 
ly because they can Cross placenta 





ii? because during Pregnancy = Strong druq (s Insulin i 
L 
Crv¥abetoqenic State) 


2 oral Hypoglycemics whieh aie not Conhaindicated 


Urta Js nanc Gre, CAN be used vn qeshon 
" (4 q L D d y -al Diabetes. 1 


` Bonus Side CPReck 





Fetal Surveillance’ beqins by 32=34wks- IF Growth Reshi chon 
VS also Seen 28Wks 
—, Overt oko.betes 4 ADM patent on Insula 


* Daily feral kick count 


* Biweekly NST 
x- weekly BRS 


Time of delivery < 
X Gbm unconholled by Jnsulin -—5 7 59wke to 34Wks + 6 days. 
X Overt Diabetes — ——" 


X Mode of deliv cry — Vagrnal delivery. 
XIF werght of pends (s rn cKlabehe female 


_» Method of surivellence: 









then qo for Cesarean sechon 


*XComplitattons of Diabetes during P»tanonc 


4- Wes al s ag satin | 








f^ 'nfection Biq placento Hyperglycemia — In Future 
Uy NZ of Fetus NY 
ASsy mptomatic | 
bacteremia, polyuria 
UTIL Ji 










Dolu hudrGm 0s 
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- I} —— 
-. OL PAhents 
after olelivery 


blu 4-12 wks 
of delivery 


oo 








2- Fetal complications 
Ly 





^ Tnsulen 
4 


Risk Factor: «male baby 
e post dated. preqnoncy 
© Diabetes íi Mother: 


Which USA parameter can detect meen cerca 


Macrosomic. 





X Orqan Icast affected (n macvosoma= Brain. 
ra Management - Cesmean section is done 


Wit of fetus y 4 SKg Wt of fetus 7, Skg ta non 
in diabehe female diabehc females. 


> During vaginal delivery Macrosomia can lead to, 
Shoulder Dystoce: 


—, Delay in delivery OF Shoulder 71m" aftr delivery oF Head 
—, Sudden putirag back of Head towards the Perincum 
y 


"m | tf kla TURTLE SIGN 


—3, Risk — for Shoulder dystocia 
= Maternal diabetes heosnies 


Ox: Maternal Obesity 
Fetal Obesity - macrosomia) Shoulder 





P= post dated preqnancy. ape 
A= Anencephaly (pseudo shoulder 
clastoqg) 
Turtle sign —;, MAGS ok... aooulder Dystoua Drill: 





CHELPERR? 


= call for eir 


| um uo c wa E o mE. E 








CoU Se er eee 
L- Flex Qe B Cio do (RENTES (82) 
` eo Lat ction leqs © 





“Mc Roberts Maneuver? 
—3 M0St Common NevvC Injured durin 


Mc: Robertas Mancuver is Lateral femoral 
Cutaneous Nerve. 


P= Give Supra ubic (P) 


imo USC cm. 
** 





VV Suprapubic pressu- 


E © Vaqrno. = Hold and sotale shouldey 
Woods cork Screw Maneuver 


Rubins Maneuver 





C c 
Woods core scew Maneuver” 


FIGURE 27-7 
Woods maneuver. The hand is placed behind the posterior shoulder of the fetus. The shoulder is then rotated in a corkscrew manner so that the impacted anterior 
shoulder is released. 


* 


€ 
Woods Cove Scew Maneuver 
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R-®emove postevios Arm kja 
- Ja cqu.iemeos Maneuver (Bormun Maneuver) 
fx 
vn 


deliver posted orm oj baby 


) 
AA 
iS \ J Now it is on one side Shoulder 
A a Gnd on anomer side arm 


(Now Diameter is Acromio Aux llory 


Which (s, 2-3cms less than Brsacromio 
Figure 3. The Gaskin maneuver. Placing the mother in the drame ter) 
shoulder to 
descend. 


This helps ín Snouldes olystou'a 


(Botatc Patient to all 4-limbs 
4 


C ” 
ASkKINS mancuvty 


Gaskins | all 4 maneuver 


X Last Maneuver E 
— push the Head 


back (nto Uterus tle Cesaran sechon- 





x Destruct ve procedures which are not done (but can be done) 


- 4 CLEIDDTOMY — Æ Clavicle. 

24: SYMPHIOSOTOMY—> dividing pubic 2umphuss ín motha 
a cc 
“First Maneuver fn 


Shoulder dystocia is—> Mc Robert's maneuver: 
Most common Maternal Complication of Shoulder dystoua is__y PPH 


X Most common Fetal Compl'cahon 0f shoulder dy sto cia s... Brachial plexus Injury: 
* Most Common Bone Injury due *o Shoulder dystocia iS__y clavicle- 





47 (chances, of deat of Fetus 
Occurs at — «20wWks| <S009m fn wt = ^ &oemow (4) 


Occurs at % 2owks/>, soogm fr wt = TUD oP fetus (> 


> Occurs damag delivery = Stitt BIRTH C» 
SY Mostly in - 


Sut rard- TUAR ma ais be sem? i Piabeles Pin 


2: Overt diobetes With 
Telegram - @Latestpgnotes Vasculopathy : 


Srans È TOD ON x-rau: 


VIII IA, f I Im SS Jj 


, Atsiga: ROBERIS Sigh: «Presence o gos in great vesse of Pus (44 
12- 24-w*s of fetal death 


x Becomes posihve at 12- 24wk: 





2 vgn = SPALDING Siqn: « Overlapping of cranial bones of Petus 
x Becomes posihve within a wks of fetaldeatn. 


Ur -- zu 


3H. sign = BALL Siqa: x Hy per-flexion | Hy pty €xtinsion of Peal spine. 





3° Neonatal Complications :- 


Neonatal complication 


Premature Hupoql yremia @xt Hy per viscosity 
Cc Aomg | al) cat f Syndrome 
RDS mq** 4 
(+ Lung maturit Polyceyhem'i'a 
vs + 


delayed ) 
Hy per biliru binemia 





9* Best test for assessêng Lung Maturity in fetus of 





CA Diabebh'c Mother » Phosphatayl ly cwo 
Overall for asse ssing Lun 
matu nty ta fetu T Telegram - @Latestpgnotes Present ín Absent in 
Amniobce Plura Armniohe flute 


Lung mature 4 Lungs NOt 


matured: 


Diabehe pahiats: 


Q To colyhcs Conharind caked € 
B-aqonis t 







Q: Tocolyhc of choirce tn Drache. pakints > 


E 








ay prevéous macsioSomic baby 


by obesity dy Polyhydsamnios 


E ay Mulk cyshe kidneys EIER) 
by Oesophageal Ahesta dy Duodenal ahesta 
Q 








eif AMONGSt the Foll owg are 
VY Cardiac defect cy Livey defect 
by Renal defect ay Lung defect: 





me of tae TOTE Cy phosphatidy\ choline 
by lecithin- Cephalin ratio 


nns with Insulin dependent diabetes - 
Cy 31 wks 


b? 38 Wks d] 34 wks. 
GDM (diet)= 3qwks Eo 40+ 6days 


&DM Cinsulin)= 3awks to Zwks + bday 
Overt diabetes = 3awks to 3Qwkst Edays 


A2 GDM — For women with GOM whose glucose levels are medically managed with insulin or oral agents (A2 GOM), we 
recommend induction of labor at 39 weeks of gestation based on data from a retrospective cohort study of women with GDM 
indicating that the infant mortality rate ot 39 weeks (8.7/10,000) was statistically lower than the risk of stilibirth plus infant mortality 
with expectant management over an additional week (15.2/10,000) [42]. In addition, induction may reduce tne risk of shoulder 
dystocia compared with later delivery [53.04]. 






TZ). however. | a cot TS caf Soul y lye 
inically indicated prior to 39 weeks of gestation [63.64]. Fetal weigh 





However, guidance for women with poor glycemic control is less precise. They suggest delivery at 37+0 to 35+6 weeks of 

gestation may be reasonabie, but that delivery prior to 37+0 weeks should only be done when more aggressive efforts to control 
i Telegram - @Latestpgnotes 

blood sugars, such as hospitalization, have failed. 
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© PREGNANCY INDUCED HYPERTENSION- 
Hypertension in Pregnancy’ 
BP y 14)j49 mm Hg on 2 occasions 4hrs [ar t 


Note fn preqnancq — D'asohe BP LG 
0f Sound und 


—53 It Should be recorded t'n Sitting posihon. 





2 Situations; | 





Hypertensive Normotensive female who has 


ien has Con Ce ive d. Conceived Ond during Preqnency 
due to AS her pathology 


s HO HIN is Present X Past Ho HIN (s Absent 





LM in BP is seen Even before X Bin GP rs seen only afkry 200ks 
LOWks Of preqnancy oF pregnancy: 
+ BP doesnot come back to x BP Comes back to Normal within 
Normal within i2wks of preg neney 12wks of delivery. 





PIH 


Gestatio nal HTN) (Preeclampsia. 


| eM in BP after 20wks of Ji, 
Preqnancy 








* BP wil come back to Normal 
With in 12 Weeks of delivery 


Absent Proteinuria]. Telegram -Praat nuna E) 
OR 


Signs of End df gan 
damage: Signs of End organ damage ©) 


~Exctehion of protein y 300mgin | X Serum creatine 7 FL 
2th 


X Platelet count < Llakh 
Z 3omgldl (o-3qlL) 


Liver Enzymes are raised to 
more than 2 times their 
Urine potin : crcahine raho 70:3 


Normal levels 
Dipshck Melhod — 16 NOTE:- ALP is normally 
= (0-3glL) Raised in Pregnanuy, 
l S0 (E has NO significance 
(trates is not taken as 


proteinuria =0-15 to o3glL) xPulmonatry Edema 


¥Cercbral | visual symptoms 





Pee ECcLAmPsin 





Mild pre eclompsro 


Severc Ppreeclompsta 
* BP > I40]d0 but «no . BP 5 ° BF7160/I00 


° Signs of End d1Gan domage 4.— Endorgan damage —> e Siqns of End brqan 
Ore Absent domage present 





Critcrio Removed 
è prokrnwri oa 
* Olrgur'a 

o LUGR 






Another cateqory : 
*Chroncc HIN With Superimposed Preeclampsia] 


IF @ chronic HTN preqnant female Suddenly @t 20Wks, 
x BP digas Uncontrolled 
Oy) 


X New onset OF Proteinuria 


Or) 
X Signs OF End organ domage € 
Patholoc of PIH- Telegram - @Latestpgnotes 


~ || fILÉTR 


J SOIC 


Normally, when Spiral e open /n fntwvillous Space 







4s 
Trophoblastic The Cxtrayrllous Cyto trophoblast, It will replace Maing 
Invasion <= o maternal artery and Convert, them, 
From High "Em vessels to low resistance vessels 
If trophoblastic invasion fs tncomplete 
Resfstance m mote nol arkry mains High 
PIH 
i: Puy 
Spiral arteries oe Anq quests 
— Absent 


Diameter T 
4 


Pressure | 
T — decreased 


Brought about by VEGF 
Placental growth Factor. 
17 SOluble turosiae kinase 


like teceptor = SFELt-1 


2y Endoqle 





Inhibits 
F 
d PGE 





3° Vasodilators = No T 


4- Vas0consti'ctors = Thromboxane ^2 and — 
Prostacyclin 


Due to vasOconbichon Gnd M resistance (n Spiral arteries 
4 
Volume of blood coming ko eater villous space V 


RIS pale 
Placental rschemi'c small. 


InPlammatosy mecuiatoss are teleaced 
4 acts On capillary Endo theltum 


e 2 o o 
Tel am - GLatestpgnóleso o" 
gp apte 


o 


s 4, 
Capillaries become leaky 
| 


J E l " 
Collection of Puid fn 3™ space Hemoconcentvation (qq) 
X + platelet dysPuaction 
Edema - ^ 


THrombosts fn 
blood vessels 

4 

MULTL ORGAN 
DYSFUNQUON - 









X But in pregnani | P ccr is present, 
be qiven J Bul NOE (n 


Manifestations: 





diurchcs Can 
the Cace of PIH 


In Severe preecdampsta = Pa L 


v 


V blood Flow) 


to Brain 


Wb blood Flow tokidney 
"p v 
Ó- Cerc bx KIO} 





@biood Fow to fetus 





Renal blood fou V 









I[UqPR. Ren 
blood 





S Urea Flow 

Sune aad y 

S` Cak 0líquno 
^ fetus 


* mc orqan trwolved i'n PIH = KIDNEY 44 
/ 


On HP Examination 
adi 


feature (n PIH fs, 


X Another Charactcy atric 
Normally in 


Preqnony THI response ís Suppressed ANd Switch Lo THz 
e nis doesnot happen in PIH 


X PIH_, dac to Chorionic Tem LEP BO Fe ale (s Exposed bo chorvioarc vili 


For iSt Lime = Primi ès Risk tactoy 
fo Piu 


f size of placenta = 
Y Chorionic Villi pke wine] 


|. Excessive 


Diabetes ^ Molar Preqnency —, Risk tachs 4 

¥ Fetus is not. prerequisites for Pik 3 for Pin (Ib0) 

* Itis not necessary that these Chortonte villi should be 
Inteauttrine — PE Can develop /n ectopic preqnonty 


ECLAMPSIA :- 


* EClampsia is Complication of Severe preeclampsia: 
* In Eclampsia, pahint how Generalised tonic Clone Seizures- 


Occur durn 





occu durn occurs afte 
Preqnan eu Labo olet’ ex (wih in 
Antepartum Intrapartum 4 
Eclamps vos € clamps Post postum 


| C€1ompsro. 
Mosk Common $ 
wrost prognosis 


* Sígns Gnd symptoms of Impending Clampsia “n Patients of 
Seve _pie clompsia” 


l olrquria 
2: Ep astric pain C due Lo Sketching of lives capsule) 
3: Visual Symptoms—_s * Mc Scotome — 
* Reversible blindness 
4* Headache . Blurring Ny viston ] diplopio 





Visual Aymptoms are due to 
HIN Retinopathy . 


Classificghio = KEI 





X Risk factors. for PIH: 





Female Exposed T placental tissue 2 Syndromes 
Eb placenta For Lime X APLA Syndrome 
XPrimi qro.v volo. x Neu) patanity 3 = jede = 
V i , 
eqnavq " Bu Cobes 
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placento prevea donot develop PIH J 
¿Gut there (so SEERDEN do GED oom 


NOTE: «Patients qith 








XTests which can Predict PIH: 
o 





Mc m test Out dated test Eis t predectors 
Uterine artery Doppler’ Grants Roll VEGF 
over test PL GF 
SPLE 
Endoglin 
NO 
Diastolic Notch Thromboxane A, ^^ 


'"Normally dis appears blw 22-24 
Wks of Prcqnanty: 
* IF IE persists beyond 22-24 wks 


riaary 
CO. Excrehion 
A 


PIH 





Utcunc 
Oytcry dopplcy - 








X- Drugs to Prevent PIH:- 


le Best: ASPIRIN Cv Thromboxane A») 





Dose = 50-450n y 0D 
12- 28 wks oP pregnancy 
2- HEPARIN fp ASPIRIN 
3 CALCIUM Supple mentahon; only if femole hos Y co. 

A Requlas Exercise n —— 

i- Bed tesk A> An oxides 


2: Ershoil 5: Heparia alone 
Diet Salt Reshichon 





xM anaqement :- 


X In Qll these Conditions,  Definihve Management will be 
Termination of preqnancy - 

Severe PE—> 34whs 
Eclam psia Immediate Termination 


HELLP syndrome wespechve. of Gestahonal 
Telegram - @Latestpgnotes age : 
Vaga (tno 


cesarean (s not preffered 













a US 






| GA is not qiven| "em | 
1- Management of mid PE: 
X- Role of Anti Hgpeitensiyes is +]- 


Indícations for Starting ank Hy prtasives; 
|l Severe. T BP era D) 


(0a 
2: of BP > 150/100 then rt Should 
KE re 


& OcPenitive Management = 
TOP at Stwks 


2: Management OF Severe PE: 
CBP > 160] 110 mm of Hq) 
2 Risks 


Impending Eclampsta 


Res kK of Hamoirage . 
1p 


sei Ae ; 
To prevent convulsions Ee OR Penile 
(To treat Convuls fons) in 


boc = 
4 Hype rinsiye pregnent t 


xFor PIR] PE Chr HTN in y Hy portinsive 


Preqnaoncy cv ise 


15E chorce. ? 








— LABELALOL 
2^5 chore > l- METHYL Tv HYORALAZINE 
DOPA 
Definitive managemeat TOP At S+wks 


Antia y pestensives fn Piegnarc s 


Target BP > Systolic > 120-130 
Diaatolic—> 80-10 





9. ve => Alpha Methyl dopa - > not Doc becaure It hos slow 
acuon and Ik has Sedattre action] 
Contrafadkcoted 


x Vabctolof (cr B blocks) *ACE  rnhibitors 
iC metry! dopo x Angiotensin receptor blocker 
x HYdralaarae x p blockers L> Losartan 
* Nifedrpine x Wuychcs 
* Nebo gly cerine Q 


x Sodium arroprussde (Resistent cases) i 





Management of Hypertensive Crisis: 
m - @Latestpgnotes 


Doc = LARETALOL L|v > DOSE — Initial 29e g 5 ong 


Ibmtes IO ias 
——Àà5 smg —_ sorg 
















Pent avira eee eye PN SES 
Max Total Lv aoc > 








2 noc = Ifv HYDRAL AZINE 


3'Jpoc- Sustatn release NIFEDIPINE 


Ac: tly NT 
Last Resort= SodIUM MU1RÜPRU 





Doc for Refractory HIN. 


© PREGNANCY INDUED HYPERTENSION- 2 


Mana Meot of Eclampsia: — 





Drag ko treat Convulsions = Mqs04. 


Ant Hy Pervtensive = LABETALOL Iv 


DeFirachve Manageme nt» TOP at imme diately. 
Clwespechve of qestational 
age) 


ae Ms 4 - 

*Doc for Preventing + treakrna Convulsions fa @ Hypertensive pregnant female. 
X Not ontie pilephe dea : E 
x Mechanism of achon—_ys Centrally action— Brain 

e NMDA receptors in Brain- 

* It causes cerebral Vasodilatron. 

e Blocks Ca Channel: 

Ccest Mqso4 Should Not be Combined. 

* prophylache MQS0 4 => |. Impending Eclam psro. 

2- Severe PE 

3: HELLP Syndsome- 


X PRITCHARD REGIME- 


dE Loading dose —? agm + Logm 
201- Solution $01- Solution 
4 
L]v slow Ilm ín Buttocks 
Telegram - @Latestpgnotes CS qm fna cach buttock) 


— dose —> Sqm 
Sot solution 
J 


(Given £vevu. AP hylu 


Ob 24hrs after” Ilm (on olternote Side Ever 
delivesy oy 24hrs Qłkr Last 


Other wise tt leads absceso) 
Convuls rons.) 


Vial available = 50] Mqso 
= 50 a loml vial will 


have Sams of Maso, 
2. dml= 0'S qm. 


For Ilv use: Need 2ol: soluhon: 





a Syringe 
Eml of Mawa (2 49mS) 
12ml -+ 
ix Odd 12ml oP Ns 
gml J^ În 
MG soa 


20ml now there vs 4qms 
of Mg s0,= 20]. 


AY 8m mqs04. + 10ml oF NS | 


jy 10 ml of us 





by 10m! maso 


X It has 


dy 12m! mqa + gml o4 NS 
Narrow therapeutic Range = 4 


Ms 










4- mmollL > 2-35 mmot|L 
2. mq|at > 4-6 —&4- me | 41 







* 4 parameters to be Checked before qiving maintainence dosc; 
i- Knee Jerk | Patellas re|lsx — present 

2: urine Output = 7 3o mi[hv 

5: Respiratory rate = 7, i2 breaths | min 


.4- Spo, = 7 96 J- S 


LP all 4 parometers Gie Present then only 
Maintainence dose qiven 

X SIBAIL REGIME :-only Iv 

‘Loading dose — 64m tv Rr 20mins 

*mMaintarnence dose — 29m Tv 

* TF convulsions Reoccurs=s 2-4 qm in Smins 












4. tL 


2- Slusrig of Speech 
3: Maphoresis 
4- Respiratory deprë teih RE 
5' Respiratory Orest Q 
G- Cardace Qrresk Q 













X Antidote > Calrcum om 


Calkeraahve — calcium chlor ide) 


#Absolute Conia Indicahons for maso, : 
iy Myasthenia qravis 
2y Renal failure 


X Status €clampticus:— if Insprtc of attr qivinq mqso shill 
Convuls'oos are eot Controlled: 
— DOC= THIOPENTONE SODIUM 





LL Ueba dL LO OLS BRR Oc LOREAL 


* Complíicatvon SEER Lo" Zid trimester 


| epiqashit 
Patient Comes with Clo abdominal pais Rt upper 


Xin $s9| cases— BPT quoant 
but in ISI- cases —> BP és Nima) - 


XRecurrence Rate — 4-44 


H = Hemolusis 
i {LDH=% 660LtU) S 


* S. bilirubin > 12 


e Haptoqglobin levels 4 : 
e on Pertphexal blood Smeor Helmet cells ; Teas drop cells , Schistocytes (Commn, 


EL Elevated liver £naumes 
(Shot EGER RIR 
L P — Low platelet Count 
£ plotete Count € 1 lokh2 =F TENESSE CRITERIA 
fo HELLP 


t Dío.qno Sia 


syady enc. 
x DID of Acute Fatty liver of Preqnoncy: 
= HELLP Syadrome.- 
In AFLP, Following Qve Seen 
| Hypo lycemtor 
2. Hepato Renal syndrome 
3: Features of bie these Que Nok seen 
4 Dev clopmint of In HELLP syadro me 


Secondary COMplicahon s 
hike Pance atts. 
Telegram - @Latestpgnotes 
X Management of Hegup Syndrome: 
1- Maso, — to prevint Convulsions 
2- ANY Huperfensives 


3 DePeartrve is ek —j Immedrate Termiaation oF 
Pregnancy Toe) 
UMBLICAL ARTERY DOPPLER. 


v Paard Plow 

Y As Peod of gestabron increases 

Resistance of vessels decrases, 
So Diastolic Plow increases 

ie Sly rako decreases C< 3) 


In PIH, 
Sip rawo Incwases (72) 
due to Resistance of vessels 
(nercases (^. PIH) So Ghartolre 
Plow decreases- 


Suppose if presure ĉn artery becomes 
very high — during Aiostole No blood 
Goes 5 kla Absent End diastolic How 





V , 
Ind'cation for tcerminahon 
0f preqnany at 7) 34Wks 


If Patient is 23 
tb 





Give Corha@sterinde 
+ 


Monitor fetus by dorng 
Nst Gnd BPS 





NOTES Absent End diastolic Plow 
JL within @ week. 


Reversal of flow 


Suppose picssure in vesstls becomes Very 
high , Instead of blood flowing in 
S 5 forward | direction , the blood starts 
Howing backward  dircch'on 
= Ke Reversal of Blood How 





4 
Indication for (mmedr'ate 
termination of preqnoney irrespechve 
OF qestah'onal aqe: 


uli Telegram - @Latestpgnotes 





Indrcatio «s TOP irrespective of Gestational age fa Pik> 
L Eclampsia 
2: HELLP Syndrome 


3: Fetal distress / Abruphio placenta 
4 uncontrolled BP 


5 Increasing Serum Creatinine 
6*1 [ ín 3 
L> some Recommend tb terminate Pregnancy at 52wts 
but this has not yet been accepted- 
Indications foy TOP at tnks (n PINS 


| serere preeclampsia 
2: Absent End diastolic. How 


G What feature Would be helpful in differentiating Chionic HIN 
fum PIH? ; 


E 


GY Episode of Seizures 


Cy HTN Rehoo path 
by HTN Nephropathy SoA 





GY Iv labetalol 
by Iv nihoprusside 


cy Iv drhydralagine 


S Iv diazoxide 
© A 35 wks Multigravicla Presenting with High BP, Epiqashic pain, Heacach, 
EAT Visual symptoms, Proteinuria: what (s the Next Atep? 
ay Immediate Caesarean Cy Tnduchon - vaginal delivery 
by Betametnasone for lung maturity dy. maso. 


G. A 28year old Cdomptic woman develop Convulsions. The first 


J 
OY a (ve mq S04- 


CY immediate delivery 
by Sedahon 0f pahent Sir Core of airway- 


O- Mgso, Ps lare tndicated tr, 
nt sever preedampsia 
2012 .05 





i 


9. 





the Management’? ieee ae 


ay Admit to ICU 


by Give a 10mq bolus Iv Inj: HYDRALAZINE 





d 


-— .,— NM E DN b U--— xcd 3 
ay Give 0; ‘inhalation 


CY InserE an indwelling catheter - 


O- A 28 week Preqnant female Presents with the fetal dices on Examinahon and 





putt test performed Cmca Doppler Study) /s qiven below - What should be the 
- Next Step tn management? 
=r : OY Immediate TOP 
by qive Steroid Gnd do Cesarean 
CY give Steroid , do Vaqinal delivery- 
dy^qtye. corh'coskio'd , dd Dopplr $ BPP 
Plan delivery. 











Absent end co stolice Flow 


© IUGR 


» Intra Uterine Growth Restichon : 
¥Manifestation of disease 
due to maternal, placntal, fetal problems: 


9 


KWeiqht of fetus <10 percentile oF Weight appropriate For thol qestah'onal age 


LLSD below — 
Abdominal CirumPerence of fetus decreases 4250 


nro soc N 


meon AL 


-2Ssb 


Normol growth rate of fetus: 
upto 14-15 Wks= 5 q|day 
upto 20 wks = 10q|d 


from | 32- 54wks 30-554 |day 
Factors which influences growth of fetus, 
i 


IUGR 





i: parents. Growth — 
2 (Hormone RES Por tdihan foxeqaieakh of fetus 
in. (ntsauttiiae rs Insulin Like. 
3 Availability of substrate (glucose etc) 
> maternal blood 








Placenta ville 


VATA ane 


* in in Maternal PIH PIH: 
7 Pressure t (P L L> 


i 
volume | ( volume of blood to intervitious) 


4 
Subskaks |$ = IUQR. 
during Preqnoncy 


but mee ITIN a pm 
" 
causes vasocontichOn —, x. volume —9 Y substrates — IUqP 


IUGR (v9 Growth) 





Earl dr Preqnancy Late ín Preqnoncy (32-34 
Number of cells sp Size of cells Q 
y Number of cells Nos mal 
do CTyfc 3088 Los 
| MES 
Goda prognosis 


Bad. proqnosis 


All USG parameters affected Later in Qreqnancy 
eedt WEY 1 
HOY Fly Blood I's collected From peripheral organs ahd 
AC: Abdominal Cirusmference Sent tO Brain 
"v kia BORN SPARING EFFECT: 


W : 
BPD: Biparittal diame Ha 
Last orqan Gffec ted in Type 2 10S. 2) BRAIN 
a Type 2 EUG. ABDOMEN. 


wt: Weight 
HC: Read ctyvuumfebence eg orqan affected 
5 Act | GESsijmekeieatPRUSR 


FL: Femur length 


But BPD=N FL- N 
HC:N CRL=N- 


PoNDERAL DINDEX= 


shmated fetal werqht 
FL 


Ponderal Indcx =v 


Ponderal Index = Normal 


Causes: Causes: 
xæ Chromosomal Anomaly Placental insufh'urenuy 

Torca infechons Prt 
Telegram - GLalestpaneeeon (e Renal chiscase 


Genetic disease 
Less Common More Common 





CAUSES. 
Fetal 


Materna latcrnal Placental 
* Pin * Placental Tnsufhierenuy X Chromosomal Anomaly 
x Placental (nsufficienuy * Abnormal placentation X Genehc dirare 
x Chronic Renal disease (te placinta spuria etc) X- Infections 
X Kcayb | Qiscosc (NYHA x-Colcificalvons - 


class Ti [1v) 


xComnechve hissuc diisovdurs 
iCinfechon s 

xDiabekc« © Vasutlopathy 
Diak s C PIU 


Drag nosis of T UGRi- 


i Identify Mother Gât Rist; 


iy PIH ivy Less Weight qon during 
(ly Chronic Renal diseose Pleqnoncey - 
ny Bm +L VY trfechons- 


2- Sure dad" estahonol age of RUN 


= = f P 


eae uptin perm 


Overall Best time to do usa, ko know ahouk qestahonel age = 
=: 


X Clinical. Díagnnss- ¥IF there (s a lag fn Sum phusi o Pundal 
by £o 





Height 
IUGR 


Sy m physiofundal Height 


bly 14 Wk to S2wk 


by icm|hk 


# Measure the Gbdominal circumference of mother; 
> Abdominal cixtumference ot 30Wkc = 3din 
then ^^ by Linch{wk aHer Bowks 


On USG: 
4: Best paramcter— for Growth of fetus is Abdominal Cerumen. 
XAJSC arameter to assess au yow th:- 
e single measuicment os “GWT SS Abdominal Cirumfernce. 
For ee RD USA parcmetty Used fs Abdominal 


Circum+ernce. . 
Q (Plane detechng AC. Lnllowing Llandmorks should be visible, 
























Umbilical vein (w) 


Vertebral body and ribs 


2- Ratio ( Age Independent) 


y Head Ciruumference 
Abdominal Ctrumfiince 





Normally (n. Preqnoney Incase Of IUGR (Asymelvic) 
— AS preqnancy odvonces, ACH — Hc Normal 
AC y 
Ht. @ 4 
Ac is ese 
AC * 
by Ft = Normally = 


Ac 





In cose of asymebric Tvuqe, fL.t = Raho ^^ C 
Ac 


è 
In cose of Asymetiic IUGR | IUGR’ 


dad Flow Q Cretus) 
Renal stood flow d. 
Ly 
Gre Y 
4 
Urine output | 
Ouo Uy RAN NIDOS 


4 


3* on usq: Amniohc fluid volume 


ANDE. Fluid sndex Single nant vertical pocket 
<Sems € 2Ccm« 
n Ce 
Oligohycromntos oligohydyema'os 
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4- Placental morphology: 


Ps ensalpok a 


Chorionic plate 


GRADE-O placenta 


EA] 


comma Shaped 
Inœæadatakhons 
ON Chorionic plate 


ce echogen 
ens on Rodel get 


QRADE- 2 plaunta 


TF Grade 3 placenta € 





Randomly dispersed 
Ceogentc Qrar 





Smooth 
Indendah'on 
ON Chorionic 
plate 


GRADE- 1 Planta 





Indendahons Dense ivvequloA areas 
i 
COTY LEDON with prepare 
tormahon 


Ge^b£- 5 platente 
before term = Iu]. 


X Best Way to detect; IUGR. - DOPPLER= 


r Change. Amniotic Flutd Index 
T 


D 3 Normal: 


SfDraho= V 


VU 


Absent gs diastolic Flow 


terminale preqnenty at 34wks 


ma Telegram - @Latestpgnotes 





umblical artes bopples 


S 5 
Mil, 


Lm- 


Reverse dioas lic 





Plow 


Immedsale Teminahon of Preqnency 





= in Tugel in; 
S|D volo $ 


zm Middle Cercbsal Q1 bey (8) 





TU GR Cassymehic) 
SU blood flow Curinq systole 


x- 3lp JJ 


MIDDLE CEREBRAL ARTERY WAVEFORM 






In TUAR 


S|D raho in umbilical orte f 
Sip raho in MCA 






M n M n M \ 
LA LM Mw Mn LT Y. d 


| 
| 
! 
| 


olor Doppler examination of the circle o 
í s fre Ne | Addle cerebra 
$3 the ws 

nt, LOpJ 


rt 





34= Because of jdn insuffieniey 


flow to Ivc E 
Y 


A, Blood (v Ductus Venosus 





Internal fac artenes —4 


Fig. 4.1: Fetal circulation. (Number inside the circle indicates the percentage saturation of O | 


Doppler of ductus venosus: 


In cose 0t IUGR, 
S = venhicular systole 
b - venhi culas diloatole 


4- J blood in ahial systole 
A= atrial systole- 


2: Absent blood flow in 
Oriol Sqstolc 


3- Reversal of Blood Poco "^ a. cial 
Systole. 


Abnormal ductus wave forms: 








Normal ductus wove forms: 


S 
K^ » j 
L 


a 
i 


S = Ventricular systole 
DERE EEE COTES] 
a = atrial contraction 





Reversal of blood flow! i'n 
atyial systole + venhrculas diastole 


Problems in IUGR: 
i oli qo hydramrno s 
4 Fluid 
mt 
Y Space in uterus 
cord tos gets Compressed 


Fetal distress 


Fetus posses meconium in amaohe Hurd 
4 


fetus Awallow Meconium stained omavotde fud. 


WY 
2- Mecontum Aspiration Syndrome 


2-L0w Bilth weight 
4^ Fetal distress | Rypoxia | acidosis 
S- still bith. 


In  Neonote : 
6: Loose Akin Telegram - @Latestpgnotes 
4. Y Tone 
g E hyaline eme mb one disease | RDS 
4 € p Tonwovenhicular Haemosr age 


io- Neonatal death. l ©) 


Fetal Surveillance in IUGR: 


Non stress test — BY weekly 


Manag emet. Of IUGR 











*Caldum vitamin- c, E 

x Maqnesium x High Moten dict 
x Zinc 

Ant oxidants 


> only if Preqnont 
female ts 
Mal aourtshed. 





2° Bed Rest tn Left 
Lateal posi hon—% +/- 


3 pefraitive. Management —- umblrcal — Dogg 


Normal Abnormal 


— Continuc 
NST Oi wcekl 
Ond. delivery 
at 7, 38wks- Continue monitoring 


> i 4 34 wk S 
? Daily Fetal movement delivery at 33s Immediate 
a and Terminahon of 
Oc m! c s10n - Preqnancy 






4 mode of delivery—> practically (n all cases Vaginal Delivery: 
But if there is some problem qarag to happen to 
Fetus, which Comes to Know during Intapaitum 
Fetal monitor inq, — Fetal dishess = then 40 for Cesateon Section 


During InWapaitum fetal monitoring, ‘F there is 
acidosis in a doing fetal scalp Ph 


Cesarean Sechbn- 
Oy CRL at IGuks C EL at 32uks 
dy AC at 20wks 
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Fetal monitor (aq : 
Ante natal period. During Lobos 
Jl (Into. VIT 


L Daily Fetal movement Count 1: Fetal heart rale Quscultahon 

2: Non Stiess kst ——>2. C14 | 

3. Biophysical Scoic CBPs) 3. Fetal scalp PH monitosin 

4- Modified BPS A Fetal pulse oximetry - 
Chavackcershes Of Fetal Heart rale: 













1° FHR:— 
LINIS 





L 4 


Bra Tachy cardia 


oy 










Fetal ro Cordia 


Indicates impending rupture of 
Uterus 






Fetal Bradjcordia) 


Tndicates 1S* sign of Uterine 
rupture 

Y 
Management LGpako iiA 





Managemnt, (me dake 


Cesarean Sechon. 






TEY Fetus 
xMaternal intake 


> Sinusoidal Heart rate patterns 
FHR becomes Fixed. 


D m 


iode coal RARARARAATA UE 
x seen in, Fetal Anemia 
— 0s - HH 



















































































































































































* Twin tO twin | | 


SINUSOIDAL 


transfusion s yndrome (donor) 
e Rhincompahbility 
* Vaso Previa 
¥ Müanoae ment > 
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' Immeclrale. termination 
of preqnancy: (13) 


4- Whenever tere ts Pi Movement 


Z 32 wks- 
IS bpm for 15 Secs 








Jf FHR acceleyation happens Tov Z7 2min, Poloaged 


acceleyah'on 


CTG at Lobor— Uterus conhacts (Pd 1) 
blood How to fetus AL 


Lf it is a Normal fetus (compram\ sed Fe tus) 
4 NY 


tolerate ths decease Frei 


4 | 
FHR (Normal) kla 
4 


denotes some 
problem 46 
Ferus 





Types 0f FHR decelezations:!- 
EARLY _DECELERATIONS: 
FHR 





--31 


— / YK uterine conbachon: 


1: Dip IN FHR coinside with uterine contvachon VW 
(e in FAR begins, when Uterine Conkachons NT. 



















4——-41——3-——-—L—- 








beiqns 
bip ín FHR Ends, when uterine Conkachons Ends) 
2: Gradual onset >, 30secs 
3 Seen n Head compresstons 
A> It is phusioloqrcoJ 
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ae TIME: 


Wrorees 


LL \ 


| Dip in FHR does not Coinside with ukrine 


conhachons 
Dipin FHR beqin^ Later | after peak of 


Conv achon « - 
Dip (n FHR Ends after the Conhachon ts over) 


2: Gradual dip =>% 30secs- 
>- Seen in utero pl acental insuff rency: SESS LAS 

rRitt ivi k uu aE i. 1 
4. Moser omnious decelrghion $ of atl DAY me ee 


a 
j L| 


= "mi 
SP SRR i SRR REPEAT MEEN ERS 
wx "Uum 





VARIABLE DECELERATIONS: 
L Dip in FAR hauva variable Relahons hi p 


add b ” I With urine conwach 
MT a Sa 2 TE pec RR 


$ sen in cord compressions 


Varrable decelerahons: 
l| 2,60 Secs Recovery 
2. Recurrent n 30mins 
3. 4 FHR during decelevahün is 

























X Rescnt variability of FHR along 
With, * Bradycardia 
X Late decelerahons 





gE 


*Early decles ahon: +J- 
yate decleration 
or) absent | 




















(ox 
Variable decler ahon | J3-Sinasordol Pattern - 
UW Tmmediate delivery 


Antepartum Period! 


1- Daily X Movement count 


40 movements in 12hrs of non Rest: 
0 
40 mwem, in OIRD of Rest 





























Gre Normal 










@ Fetal movement is a reliable 
Sign of Fetal distress. 


x icktninq'o 
Dri ^S occurs at 18 wks 
multi 3 Occurs at L6wks 


Æ Fetal Movements Orc maximum 
——Ó 

















Whenever | preqnaot Females comes with V fetal movements 


NEXT STEP 3 Screening "BREE aestranctes 
Best answa iS— Modified. Biophysical score 


2™ best answer is — NON Stress test 
AL 


| 
X Recunent variable decelu atic 


Abnormal 
Diagnoshie_test:- Bro phys ical Score 


Modified Bi ophysical score: 
| 


NST Amatokc Huid Tndey 
"EE... EE 
Indicates Gcule problem to fetus Indicates chyonic "nsulk bo Feb 

NST: 





Gets 72 accelerations € Laccelexation s 
i 
CTG= Normal | Reactive Repeat it for 20 mink 


Ctotal tomini 
Send pat¢nt back home Ny 
In 4omins <2 
Continue usual entering accelexqhons 
Ji 
NST = Noh Eeachvc 
NS 


eer) 


Diagnose kest ç BPS ) 





IF High Risk preqnancy = NST biweekly 
(Includteq PIH, Controller Tc (e estponotes 


€ In case of un«ooWwolled Dibeks= NST daily. 


Same NST at Labor: 
o4. 
CTG 
Cateqosy Imi Aii osy T 


Category L 
X Sinusotdal HR patleyn 
x 93 cO dro 
wrote decelrahon 
xpersistont Variable 
deceleyahons 


4 
Immediate: Cesarcan 
section 


Brophusical score | Manning Sore: 


It is done by USG, For 20mins: 


Stort: 2 
I €xtension+ 1 flexion 





T — | Fera (Donc 

— |Fctol (Brcatninq movements L Breathing Movements lasts 
fov 30 "secs 

3 body MovemenÝsS 


B 
Menag! bs» Qross body Movements of fetus 


Always —5 |@mniorc Fluid pocket (single largest 
verHeal Pocket 


2— $cm« 


Notorious > RY) ST Reachve 


BPS 

bi 
ES 
tolio EXE v 610. 
Ny (In any 1 parameter, SCORE 0’) SY 


Nosmal l 
Continue Scrccatn 4 a e 
l ces 


Y Fluid Flutd Normal 
4 ll delivery 
De livery ?, Stwks Normal 
Con inue Repeat RPS 
Monitor ing rn 24hrs 
/ 
SC 
Telegram - @Latestpgnotes cte CP a= 
delivery Conh nue 


dero ; 


INTRAPARTUM FETAL SURVEILLANCE :- MO 


1: CTQ 
2: Fue Auscultation 
Ls 








X Fetal scalp PH ocu 


PH: 4-20 to 7-25 > Borduline 
"Repeat after 3ominutcs 
PH: «720 = Immeckiale cesaron - 


A: Fetal pulse Oxímetay: 


Sensor placed 0n: Fetal gr 
Spo, < ao - Abnormal => Immediate Cesarean- 





Definition Pre nany loss before pertod of Viability: 
Preqnancy loss at < 20wks 


Period of ETAR — US= 20Wks , India= 28wks , WHO= 24 Wks 
Weight of Fetus at 20wks — $00qms 
3) 


WHO Definition — “preqnancy loss € wetqht of Fetus < Sod qm 
Cat 24wks of preqnancy) 





USG Criteri OG: 
Bliqntcd ovum Missed Abortion 
i tt 
if qcstahonol sac is bul Gestational sac present 





yolk sac present , Fetal 
tissuc identifica Bu 


T: Cardiac achvitu- 
4 Jl 


Telegram - @Latestpgnotes 


NU Yolk i NO fetal pole , 1 No Cardiac activity 





NO yolksac, No fctalpole, 


No Cardiac Gchvity NO Cordrac ackviky 


Abortion Spontaneous (Tsolated ) ©) 


Induced = MTP 


Recurrent- 73 preqnency loss (tnveshiqahion Ahould begin at 
7 2 preqnancy losses) 







1. SPONTANEOUS ABORTIDN :- Isolated. 


p trimester 2^9 titmeskey 


4 ORR. at ea Rt v 
en E tu. 3S} 
Chinmosomal abnormality la ermplasm defect) 
Most common: Best answer > Ancuploidy | Fetal cou 
2M Best answt > Tresom 
3 gest ansutr—> Monosomy X (209) 
Ath Best answa Trisomy 16 Cauet) 


so: 













Mosk lethal trisomy — Tre 
*most viable trisomy Irisomg 2 
CMost COMMON Sex Chromosome nahi kiinefeltes synd 
¥2" most Common sex Chromosome bna 







rome at (n n L000 Preqhancy) 
(y < AYOM í eli in 2500 preqnoncu y 





X Most Important aia Arti I Sponteneous al0rtipm is 






2ra rary iain gu aborhions Previous 1 Gboshon = 204 
Previous 2 (beh = 307: 
Previous 3 abbona = 40 -S0-l- 
X Infections can lead to Sing le Episode of aboahon. 


*Most common time for aborhon S trimester (< wks) 


2- RECURRENT (ab PTIONS `- 


Causes: 
|y Most common cause> Uterine couses (107501 


Congenital Acuquitcd 
Wb 
* Congeni tal malfoymations 


X Fibroid 
x Endomehtol polyp 


uterine causes lead to |. ^d himest, Recurrent Preqnency loss- 
Tayeshgations 
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pregnant Non preqnent 
*TVS #HSG 


x saline infuston Sonogranhu 


* Hystcroscopy . 
* Loaproscopy- 


ZY Ank phospeoliprd. Ant’body Syndrome (5~ tS-]2 
Inveshiqation'- Anh'bodses — Lupus antcoaqulent 
Ant car dio liprn 
Ant B, microg! obuli'n anh bo day 


By chromosomal Abnormality: Balanced henatocation of chromosome 
Toveshg ation. kaxyotypiing: 
^f Hypothyroidism: TSH: 
Probable causes Of Recurrent preqnoncy loss: 


|: Drabetes 
2: Prolachn 


23: Luteal Phase defect — in Preqnant female Progesterone 2 less 





X Infections —> Never Jead to Recursent Preqnoncy Loss 


Exce pt E CVDRL tcs 


t 
Kasso wita law: As No. of preq neo y losses t, 


tne porod ot which Preqnency enda 


also "ncreascs ? 


4 TORCH test 
2- Schum progesttrone levels 





x Syphilis leads tD Recurrent Preqnoncy losses-— Truc 
3 Syphilis heads to Eaaly Recurstnt preqnency losse s—> False 


X- micic of RPL ——> Uterine causes 7 APLA 

*micic of jst timestcy Recurrint aboron s Tdiopatnic 

X micie Of 2^9 Ewmestes Recurrent aloovt¥on ——> uterine Coue 
X most Common tmmu.nological couse fo RPL _, AIPLA 


ANTI PHOSPHOLIPID ANTIGODY SYNDROME (aPLA)~ 
antibodies Gre present: 


Anhcardiolipin B Microqlobulin. 





Misnomer 


Leads to Ihrombosird* Erin GiHerere ve ma) * (n placental bilo odve ssels 


piece ieee supply 4 placental jos Supply stops Dia 


(5 mgr -— 


Sup Still bath 
(nC dine ze hime ska 


Size tf. placinta = 9 
Diagnosis of APLA:— Revised Sapporo Criteria: 
o. 


(Earla: iclinreal + 2tab, Nou iclhinvcal+ itab) 
clinical: 4 Arterial [venous trombosis (supa rual and deep) 
2: 73 losses «n < Lowks CRecurnnt losses) 

3% 1 loss rn > dowks of Mor proloqreally Normal 
fetus 

4: Atleast 1 preterm delivery Secondary to Pin, 
utro placental ra su fratoug- 





Labi- e presence of Lupus ant coaqulont ON 2 OCLASSIOn, 
* presence of IqM | 14.6 Gnhicardiolipin anhbody b 12 weeks 
* presence of p, mreroglobulin Antibody. OPONY: 


NbTE in APLA_, * 
m e X PT ts NOrmol 
* Russa] viper vnom clothing hme prolonged: 


APLA Management : 


ASPIRIN: (Lowdose) Sb — Jovmg (S0mq) 
— 


GHEPARIN 
Started Qh UPT rs Ove — d © unfractionated 
poA 
l Stavted only after Coro yon 
en Preqnancy eee QAUM PACA 


Stopped 4-6 days be fore. Conhnue d throughout pregnent y 


laboy 
Stopped at onset of laboy 
APLA (s diagnosed based Qn Cri'tervo Of PTL 


Give: only HEPARIN: 
J St : 
Time at end of 15 himeste. 


Early of late loss — For women with APS based on laboratory criteria for aP and 21 fetal losses 210 weeks of gestation or 23 


unexplained consecutive spontaneous pregnancy losses «10 weeks of gestation, we suggest combined therapy with low-dose ASA (50 to 100 


mà per day), beginning when concepbon is attempted, and prophylactic-dose LMWH upon confirmabon of intrauterine pregnancy, low-dose 
ASA and unfractionated hepann is a reasonable altemative [19-24] 
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morphologically normal infant before 34 weeks of gestation due to preeclampsia with severe features, eclampsia, or other findings consistent 
with placental insufficiency, we suggest low-dose ASA therapy (50 to 100 mg per day), beginning at the end of the first trimester and 
continuing through delivery [19.20]. Although some clinicians prescribe LMWH as well, available evidence does not support this approach [33] 
The effectveness of low-dose ASA for reducing the frequency of preeclampsia and its sequelae are reviewed separately, (See "Preeciamoss 
Prevention’ Moon 9n Low-dose atom.) 


Preterm delivery related to uteroplacental insufficiency — For women with APS based on aPL and 21 preterm deliveries of a ©) 


* Doc for management of APLA— warfarin 
x Doc for management of APLA in pregnant "male — Aspirin 


WARFARIN. 
TE fs conbarndrcated in Pregnancy © 
Because — It can P sns placenta 


Limit (vitamin ksachvity in fetus 
Í 


y 


Vitamin K fs needed Prokin Osteocalcin ( For osteocalan 
l Cov boxylah'on) 
Result rm. Bone and Carhlage deformitic s. 
Warfarin embryopathy — 
j 1- STIPPLED EPIPHYSIS 
2) NASAL HYPOPLASIA 
$- UMB HYPOPLASIA- 


Resembles CHONDRD DYSPLASIA PuNCTATA CX-linked. Retessive) 





CERVICAL INCOMPETENSE '— m[c[c of ane trime stea (Recurnnt preqgnecncy loss) 
Painless, Sudden dilatahon of intynal os 

2nd tremestu. | Jj 

Rupture of membranes Gnd. Expulsion OF fetus 


Etiology : 
RAR Congenital Accgutred Cmost common) 
4: Forcrb te dilotahon of cervix 
2: CevvíX Surgeries 
Least chances > CRYDsuRG ERY 
Diagnosis: 
A: 4 history of Tv5 C trans vaginal 
! l1: RPL ud utes 


2: only of aNd Lrimester 
3: painless dilotah'on of 
Cewix 
4: As No of losses ^, 
Drin of Gectahinn nk hich 1 beank nf cen — GOGESEmS 


Cevvical Lagh: 


ju 
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| odii d E ee 0 0 coh Mic dE ee eee ep ee nek oy - Weed ae S (— wy MORE OIN, COPUUS SN eee UU 


4 4 
losses occurs, decreases 2: Dilatation = 72cms 
3: Shape of caviX on 


B-7 Heqas dilator USG 7 'U' Shaped. 
IF Heqas ot lator MO'& Us passed = 
bd N lu. Cervix i Sh 
TRA ae OS uio B *SNSEe 
Wit out patient oF Fering Resistence. GA Cey Vix dilales= Y shaped 
| ; | | 
C Hystero cerv cOqro phu T — 
I OS 1 
NORMAL Incompetent OS 


Funnel shaped 
Gipprarnce ON Hysterdcervicoqraphy - 


Management of Cervical ‘incompetence: 


CERVICAL = at E 








Shiro kas cerclage 
I puse Shing Suture 1 
AS X Ground secl 0s Mersilene tape is 
4 used. 
—, Not Common 
method. 








-fails 
Abdominal cerclage —> BGENseN $ DURFEE Cevclage: 


Indications for Cevvical Cevcl 
History Based m Ons Y Recuttcnt  aboihons of 2 2™bimestu (535 
* Hip preterm labor; 


USG Based Indication - aate. tt m 0f Covix FN 


elegfam - (oL otes 


poit ie Hlo %1 2% himeste, abntions 





EwraeraFü | paese CUCÍABE ox raus hed henin o dulndjass and then 


Ce mV amie: VE UMEN ee RP Ree ee 
terial cercalage 
Drlatahon < 4cems 
Membranes Ahould not be rupturd 


Time For cerclage * dM wks s Can be done uphill 24 wks 
C12- 14 u$) 
? why So less < 12wkc 





1e dE (eads 2 timester Gbortons (Cervical înCompekase) 
2- can't diftotocioke bho whether (E is dus to 
Chromosomal Anomaly oy due to Cevclage - 


Time for Remove suture := 





ane at the onset Labour: 


Earilea Removeal if Membranes rupturcd 
© Peterm Labor 
Feral d'sless 


Conkariadicahon for cerclage: 
1. Dilatation of cevuty >, 4cms 
2: Membranes are ruphutd 
3: Presence of gross Gnomaly of Fetus 
4- vaginal bl reding Present 
5 D sence of pelvic infe ctvons 
| Placenta UNS CRelatve a alas 


dy pes Of _Aborhon 


Threatened — | process of aboition. has Height oF | Closed 
Qba bon Began But, uleius = 
ME, period oF 
Ttis ata state, from Gestahon 
Where , 1E can be 





Inevitable (annot be Reversed Bleeding, Height of Cardiac 
abortion ( product of Cone prus. has +/- pain (n ulcus = achvity 
not Started coming Abdomen pertod oF Absent ° 

out) Gestation 


Incomplete product of conceptus | product of Height of | open 
abothon has Started SF Coh ce phus uteucis | + 
I's 


ouk but the proces 


Coming out less han | PrOduct of 
tot yet complete T 


period dF | Conceptus 

qcstation Can be 
porn A Seen Comin 

Telegjam’- Abasswapstes our through 


it 


BIC een 





the Cobre Dvocecs dP tnhiallu bleeding | He taht of 


-Gborhion abrtion fS complele | 4 pain 4- Poc " |ukerus fs Uterus 
on tts oun: Come Qut, But {less than 


Now Bleeding period of 
ha» Stopped qestahion 


Mi'sseol The fefus ts dead Brownis h Height of | Closed 
Aborhon but pahient fs Vaqinal ukus is 


unaw ace clischasge less Han 


peviod ot 
qcstahion 





Anti D prophulaxsis ín Rh negotve female who has hod abortion, 





Per vod. of qcstation 
aboron, Occurs 


q————————————À 


< 12 Wks AZ Wes 
i Jy 
Dose: Dose :- 
Should be qiven n Should be qiven fo 
all Eypes 0f aborhon Except all ty pes of GboxYhip^ 


Threatened Gboihon 
Complete abortion 


including Threats d. Gbinhon, 
Complefe abmhbn - 






Cy Rhesus Isp imunigahon 
dy Cervical) *acoenpeknee - 


by Syphilis 








MINTS tery Dinoprostone ano 
by Administes Mrsoprostol and bed rest 


C7 Endomehral biopsy 
dy Kaxyoty ping 
Can cervical insufficiency be diagnosed before pregnancy? — The diagnosis of cervical insufficiency cannot be made or — 
excluded in nonpregnant women by any test. Evaluatideiejreerviealdtengtiprowih dilators, balloons, or hysteroscopy is not helpful 
Ultrasound, magnetic resonance imaging, or hysterosalpingography may reveal a uterine anomaly, which is a risk factor for 
cervical insufficiency, but is not diagnostic. 


Cervical tasufPiaency is dificult to diagnose. in Non Pregnent female. 


© Anh phospholipid Syndsome CAPLA) (s assouated with all of following 


m m 


by Recurmcat. Gborh'ons d'y Pulmonary Hy pa tension - 









Q. 


S ame 


ay Threatned Qborhon 
by missed. Abortion ay incomplete &bovtron. 


(e) MTP 
MTP act: 


+ Given ín 1934 
x Come into achon on 1932 

+ MTP can be done only uphi] 20wks of prcqnoncu 

— MIP done at < 12wks:- Single Doctor opinion Needed 
MTP donc at >% i2wks:- Z or more DOCtot Opinion Needed: 


X Consent For MIP: Female 7 Lgyears> Hcr const needed Cwiritten consent) 
Husband Consni not needed: 
Female < years | Female nok mentally sound 2 Written conent 
From parnts — Uv Auardrong- 
X MTP can be doae buy MBBS doctor <> Assisted ín 2c cases of MTP 
House job in Obs and Gynae In c 
— Begice in Gynae | Diploma in Qunat obs Months - 
X Where Can be MPI done? _» tp fs done at Government Hospitals and Private 
Cenbes approved by the government 


Indtcahons of MPT: 
| 


Mateyaal Fetal Humanteytan Cause Social Ground 
L clarke's Class TE Heart 1- Radtation | Rape 4 LOW 50070 
disease €x Posure economic 
2: Chronic Renal disease 2- 'üalqeA E nono ronis 
3° Malignant HIN drugs €xposwe Z Foiluc of 
4° psychlabrc tliness 3: Rubella infechon 


CON aCe phon- 
D Sthhookrenfa. 








e Mental rcFardahon 
* SNHL 


e IMicro(ephalu 

e Micro opthalmia 

* Congenital cataract 

e Congnital Heort disease (like PDA) 





Methods of MTP + 


15. Erie ster: methods: 
| è Medical  üborhon- Drugs > #MisoPROST — 4 METHOTREXATE 
x MIFEPRISIONE 
2 Menshual Requiahon.— using Menshual Requlahon Syringe: 
3: Suchon Evacuahion—s using KARMANN CANULA - 
^- Manual vaccum Asptrahon- 
S' Dilatation and. cure ttaqc 


2^* Erlewctt, methods : 
L- PROSTAGLANDINS — PGF~ 2e. 3 (AngoPeosT (tlm) 
PQE2-2 DiNDPROST 
PELS MisoPROST 
Pg Ey analogue GemiPROST 
2: Suchion 3 Evacuation - 
3: Exo amníobc ETHACRIDINE (CoLt) 
^: Inhaamnioh'c inahllaton of Rypatonic Solutions like urma, manitol , Hypertonic 
S- H4sTee0tomy (On the ukrus Gad take out Poc)- ou 








LLL ——— E 
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Medical abortion. 
Suchon évatuaton 
27 AS Wks Prostaq\endins 


d: Medical Abortions: 
* WHO/ACOGr Medical abortion Can be done upto 4uks (9x3 = 63 days) 


In Ind'a- Medical aboron done only uphill -Wks (3x3: 4% days) 


* make sure it is Intrauterine preqnency (oq usa) 
X pahint Should willen Fox follow up / Patent Should be Compliant 
Protocol fox medical Gbormon at ?3wks'- 
iy 


* 0n Day 1—^ Oral: MIFEPRISTONE= 200mg C1 tablet) 
PESTON 
RU 48 Gfigyramt RLG Compound 
Results. fn killing the fetus: 


e 0n Dau 3— 4onmca of emusoPenst oT ally 





(2tabiets) ' du m » wang 


a“ M IR krao quic TO, 


Lauses Uterine Contraction 


Expells dead fetus. 


the Pah'ent wlll Experience 
195 —^ To Gnsure that the 


e within 2 to 3 days heavy bleedin 
e on D 


process of abnhon fs bale, 
X In 14]; caseS—y Abortion wlll be Completed 
In 14 Cases__, Aboxhion not Complete 


Do dilatation % curntage 


Medical Aborhion blu 4+—4 wks: 


e D 4 —3 same Coral MIFE PRINONE 2oome4) 
e bod 3 ——> 4 tablets C800mea) of vaginal miso prosa. 
s yer. 


1S — To ensure process of abostvon is complete- 
success rate — 4$]. 


2: Suchon Evacuahon:- 


* bone using plashe cannula KARMANN Cannula 





m 
Karman Cannula 4-12 number is writer on Connulo, 
G* wae? * Indicates he drometty of conaula fa 
geo est mill/meters- 


x ihe Numbes oP karmann cannula 


Corres ponds to weeks of preqnancy (9) 

m It Should be one less 

X The cannula (s attached to Suchon machine 

* Pressurc qcnesated > 600mq of "y 

* Before Passing Karmann’ Connula, Internal 05 Ahould be dilated using 
Hegars dilators- 

X Complication:  uttríac 


cyfor ation 
Occurs while clilating While doing Suchion 
Internal os Evacuah'on 
BO nothing aus Injury 
Watt and Watch. 


let the cannula he —— 
Hn (do not Remove it) 


Take pahint immedratel 


Por laparotomy 
à: Menshual Requiatton- 


X It done Witnin after a missed period ite E Ws of 


amenorrhea Using a SbF SGEE 
st ^4^dou 28dou 3Wks 


Ovulation l Fahlilahon l^ 
MISSEA perroc. (82) 





Mannual Vaccum Aspirahon:  duPÉeent from Suchon Evacuaton. 


— bom syringe anol Sa dd cannula 
— Pressure | H 






Used uphill 12 wks 
—, Doesnt need electricity, so best (n Rural Settings 





nks —— X PROSTA GLANDINS:- 


e mem D Ep pem 
C 7 &h 
PGE4 GEmIPRost Vaginal S doses 
analoq ue Pessary vb 4 Sty) 


PGEL Misp PROST 200 mc cY to goomeg, 4 doses 
vagin C3-4hily) 





x ExTRA AMNIOTIC ETHACRIDINE : 
Foley's Catheter is placed in bjo membroncs Gnd ukus, 
tN Foleys_, pass Ethacridine: 

01 Ethatridint rs ER 








x maximum 15 5 M 
a Foley's catheter lept f A-L hi 

* Aborhon begins by iii — 5 edanan 

Separates membron From uterus 








Release Prastagl anclins 


Taihales uterine Contrachow 
Gb ostion. 
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Implantation occurs outside Uterus, itts Called @ Ectopic preqnoncy - 
Ectopic Preqnency 


Mc Site Coverall) MC Non tubal site Over al\ least Common Site 
4 
Fallopian tube Ovary 







Tsthamus 
1 nfundcbulum 
ings In tubes. 
2s MC Site for ectopic S. Ampulla 
Inkersihum — cornual preqnency- f p 


r 9 
Introukviae. preqnonty gn :2 Ampulla is a site 


TER, A dm of ukrus 
4 


MC sik: Ampulla 7 Isthamus > Infundibulum 7 












, Ce I/C 
On fn tubes 1 anum- 





Cornual Pregnancy: Ectopic Prqnoncy Which Occurs in inkrsihum br 
Rudimentary Hora of & Bicornuote  ukxus . 


Angulas Preqnancy: Tntrauterine Preqaeney which occurs Close to angle of utrus- 


m From ankalui do posted, Such attacked to 
Gngqle / Cornua Of ukvus 0K) RTO 
£ 3T R > Round ligament 
T ^ Fallopian tube 


n 0 2 ovarian liqament 
QD. Cornual preqnancy(ectopic preqnenty) > Ik lies 
"9d Lateral tO Round Tete 


(QD: Anqulas preqnoncy Crntauterine preqnanuy)— Tt Kes medial tv 
Round ligament: 


Most Common cause of failure o] “female Stexiligahon is Tdent'heativn ob 





rong Shuctures- 


2 , ; 
Tnfuadibulum Nakcame Re estan NDRÁEERISQRER a 





nw i these Gee 





most au'stal sile, A bort E j to 
Tubal absvhons m . 
Tubal rupture ate more Common ubal abortion dub nhe 


Gie MOLE Common: 


G. Most common site for tubal abntion— AMpulla 77 
Lnfundibulum 
Q- Most Common site fw tubal ruplux — 





| TSTAMUS > 
Inkrshh'um 






Narowcst poit of tube is —» Tnteshkum 
2M Nattowest Part of tube fs y Isthmus 


Ectopic Preqnanc 


Y 
* Abdominal ectopic 
* Heterotopic Pregnancy 


Because Myomehium of 
Uterus Supports the pregnancy at this site 


Heterotopic Pregnancy: 


L, It is twin prqnany Where 1 preqnancy fs. Inwaukrine 
Gnd 2^4 preqnancy fs Ectoprc. 


Important points: 


Ectopic Ptegnancy ín Fallopian tube 


6. D i of Ampulla 8 sia longer 


Ends by tubol A miim 


Aloprhon 


| e by rupture 


mM 





Risk Factors: 
l Highest Risk of ectopic Preqnancy—> Previous Hlo ectopic Pieqnony 7 tubal Surqay 
oue to Adhesions) 
If there êc Ho oF preron Tede of ectopic Preqnancy , 
Chances of yecurttnce> 151 


In Previous 2 Episodes — S0. ARV 
2 Mc Risk Pactor _. Sglpraqihis | PID PL \ | 


à: Other risk factors sen IvF|AR1 l 





W 
A SMOKIN Infcchon of M 
S*Early age of Intercourse uppu female qmital Cewrahs 
6 «multiple Sex partners tract — ) Salpraqrtis joophantts, "Y vog inne 
FLOW sou Cconomic status Endomehth's 


Risk factor for PID s 
Sexually rammi Hed) 


& Any adhesions inside the tube duc to any mason Mke End meiosis] Appindicihs 


q: Salpragth’s (Hhmica Nodosa- 
chronic Inflammatory Condih'ons Peason 3 duc to theory 


Pockets Ore Formed Instde mucosa bf tube of Retrograde mens ua. hion- 
4 
Zuqole can fall in one of 
Ehe pocket ob tibe and Implent Merc: 
xX : 


- 


Y 4 
Contracephves dchually me Absolute Fisk of ectopic 
Pregnancy because they 4 Overall Chances of any type. of preqnency - 


But if they fail —3 ^ chances of Ectopic Ppreqnancy : 
MC 3 Tusecto 





my 7 LUCD 7 POP(proqestcronc only pill) 





rc > MIRENA 77 Cu Tucb: 


proqesterone IUCD (since Progcsterone Couns smon 
mwd Relaxation) 
Least chances with—y OCP and vasectomy failure: 


? y 
Symptoms of ectopic: 
Most Consistent Symptom oF ectopic i in Abdomen: 
In 50l cases; PEPEE T Ectopic Pregnancy Unruptur à. €chopic 


fimenorrh ea. 6- LOwks) preqnoncy 


Y i and toneum l 
Pies Diaphragm due to StretUning 
arn fn Bleeds 
P Pv g 


, Of fallopian tube: 
Qbdo men Shoulder Tip. Pain 


#2 Reactions Brought by during Pregnancy: 






Conver bs En dp mehium Telegram - E 
(nto oo Y 


Charactr'sed by €nlar ed Glands 
Scen tn Endomehium With 





Seen În `ntraukrine preqnony 
Gnd Cctopic Preqnonty Seen ín,» Inkaukyrine preqn 
e Echpie preghency 
* Mola, preqnenuj 


Al Abuadant toplarm and (36) 
cnw 


Siqns: 
In patients of ectopic, ae presint but fa less amount 
The Decidua is Shedin form o£ 
1 Dectdual Cast DECI DUAL 3D 
2: Cevvical movmement 
kenderness — also Seen fo case 
of pip (DID) 


5: presence OF Adnexal mass. 














Aris Stclla Reachon Is not Seen fn 
OY Ovarian preqnhoncy Cy Interstitial preqnonc 
by Molas Preqnoncy La Salpkagits. istrunfea, Nodlosa 


Ruptured Ectoprc: Diagnosis and Management : 


Diaqnosts — Clinical du'oqnosrs- 
Patient do of —» Amendrrhea C6- 10ks) 
paf in abdomen urine Preqnancy test Positive 
Shock 


x Bleeding Pv 
ty 


always - Ruptured ectopic pregnancy- 
Management —ş Sur icol. Management: 


0 ( d J 
C) vital stable 


Aiaparotom S Laparoscopy 
(pre Pered) Vitals unstable Can” be done only if vitals of 


Pahin} ate stable 





Surqery: of choice: 
J 
Ruptured ectopic 


Remove the tube Which Is domaged=9 SALPINGECTDMY 


Whether the female is Nallipayous 
or mul parous- 


. medrcal Manage ment 


; Expectant Manage ment 
: Any ome Surgery Except 
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Salpingectomy 


While Removing the tubes ín Ruptured ectopic, will the Ovaries 


" be Removed 27 ©) 


d 


Since patent fs young : TF ovaries Removed , She will 
Experiance Menopause Symptoms 





GULDOCENTESIS:~————5__ A needle iS passed vta posterior fornix 
i 


x if you get non clotting blood it 
Indicates Hemoperitoncum 


X T£ you qet blood which clots > your needle 
of CuldoCentes's has pierced Some Artery. 





Diagnosis of unyuptured ectopic. 


Toc— Tys Chransuaginal usq?) 


frapty uterus Tube $ Adnexa 


]* Gestahonal Sac oY Cardiac 


le f srqn Which points towards | achvity n tube. 
ectopic preqnoncy CS 


2- Pseudo gestatonol sac: 
Pstucog re ConFirm= pop pce. 


(Roy Ei 
tag tive Gppeoxtoce. 


2- Complex Adenexal mass 
Telegram - @Latestpgnotes C'nconclustve Pres? 


ukine Covity ®© 
Bloskocgst 
Deci duo. basalis > icm from muore mirum 


Deu'duc copsulart's_s Separates blaskcyst From 
; Ukrine cow 
Deciduo. parvctal —» Rest of ia 


(en al cavi ly Complex 


Gestahonal Sac 
INTRA DECIDUAL SIGN: 0n USQ-7 f 
¥ in Early Preqnancy Gh the blastocyst | 

Gestahonal Sac implants in dea'dita—y i 

ets deep inside ik (iatevahbal amplentaton) 

Gnd doesnot displace | deform the Hypcrechogenic 
(ental cavity Complex 


Called QS ITNITRADECIDYAL SIGN 








Cental cove 
complex. y 
qe skah'onal sac] Blasto ysk 
Central cavity Complex. 
Gesat'onalcac 

















Double de(dual ——> 
= cut 5tqn. 

J 
only positive tn 
LNkaukerine preqnoncy 






Erin 
"" formed by Déciduc, 
2 Rig formed . Capsulaxis 

by Deu duo Porictalis 


Gectahonal sac (True gestonal Sac) 
Central coviby Complex 











X Seen (n tnwautertne X Thick 
Pregnancy Telegram - @Latestpgnotes ectopic Pregnanuy 


TOT 











NJ 


* EccetviC. in locaton 

* T tn 53e C17 5 mm [douj) 

* Double decdual sac Sign | 
Double Rin 5íqn T ve 


Empty Ukyus ON T VS a 


3 Possibilihes 


I 


+  Cenbally Located 
* Remains Constant’ 
X Double Ring Stqn =e 























l Early Intautrine 2: Abortions 3 Ectopic preqnancy 


Jd 


Get P Hcg levels 


Preqnan ed 







That value of hcg ot which Loo in case oF Inva 

uterine Pun Gestahonal soc NND ^ USG. 
S—> 1500 Ivl (1000—2000) 

"s —> 6so001uL C7 vov) 


[) 


e hcg Jevels 
— 
2 a LU < 1S00 
Ectopic Preqnancy Re peat PÈ P o Dex 





48 hrs 









In o Normal ice 1 
Tntrauterine Pregnancy), Bheg te vel 
double ir s 


If neg double (7/664) neg y hcg T. eut 
Y 4 donot oWuble 
Early inhoukrine Abortions Ch < bet) 
Preqnanty 4 


Ectopic Preqnency 


Other Investiqahons: 
' Serum Progesterone levels 2; 25 ng lmi —9 Intraukrine Wable Pregnant. 


<Saql ms sa Preqnoncy— Abortion 






Ecto pe 










$c CCP OR Por d duds 
2. Fslevbscopy PeWi c abcess 
NEU pr 


Management Options ín Unruptured Ccetopic peqnoncu:- 


2... 43,2. ————— 7€ cam M EET ara on 
Fy nectant mang aeme c 2° mcedrcal manaaenvcnt | 3* Surqycal management 





] 








4 
Wait and watch 
Risk = Rupture Doc: VCprefieredy ^ Laparotomy 


Not Preftered 








b 
X Sije of ectopic < 4cmc 
x levels of B Hcq 25000 LU 
x Cordiac Gctivihy Ahould 
be preferably absent 


X- Size of ew 
X levels of Hc 
(Best = » 


Ond they are decreasin 


X- Cardiac d (n hos 


A hould 


Medical Management : of Ectopic Pregnancy Fa 


DOC= METHOTREXATE 
Single dose methohexate- 
Dose = 50 mq | m? 
Day 1——> * check Bhcq of Patint 
* Inj Methotrexate 1m 


Day 4 — Repeat PHeg j Tne falt ín — 


Day + —5 Repeat P "cq 










"m Mangement ig successful. 


If Pall ís < IS} blo Day 4 and Day + 
Repeat Hane Tnjechon 


New bay 1 
Day 4- \ Check heg - 
Day > 
TP nsprte of qiving adn for 3iimes = Fall (s asl 


Failed M ur Managem ent 


Qo Foe SURGICAL MANAGEMENT 






urgfcal Management: Laparüscopíe Surgery is pies 
Sur gery Qa penols Dh repre of eed 


Family not complete Fan. Ps Complete 


Surgery of choice'- LINEAR SALPIN qo sto SALPIN GECTOMY 


Other Ophon :- Salp'ngo to my. 


alpingostomy:- — 7 e 
ed Surg — aM Solptnqotom« 
UVE Incision ON Gnhimesenbic border OF fe-hidstpfasE abDvC Cctoprc 





Same procedure but 
You Gre. puth'ng Sutures 


Remove Ectopic by Hydrodissection 
4 at tnu'cron Sike 


Q. 


zi 





r - 


Á y" R © 

— Z —— (4) 
No Sutures on frneiston Site 

Other Sites of ectopic: 


Other sites Criteria for diaqnosis 
Cervical Ectopic —— PALMAN CRITERIA 3 RUBIN CRITERIA: 


Abdominal ectopic —————> STUDDIFORM CRITERIA 


Ovarian Cctoplc ——— — SPIGELSERG CRITERIA 


Indtcahons of Salptngectom 
i (n Ruptured Cctopic 

Z (n Unruptured ectopic Family rS Complete 
3: rf sige of ectopic 7 Scms 


4-1f Hemostasis cannot be matntatned 
5: In case of 





în Cctopic :- 


Ls e Earla Incidence = Lin 30,000 preq nonc 
But these dou incidence T dw to 
* Managerunt of choice — Surgical managemnt d 






Cn S000 pregnony) 


In Which part of fallopian tube ectopic pregnancy will have Longest Survival ? 





ay isthmus 7 Cornu. 

by Ampulla 
ay Nomi ing Se pain in Abdomen — 
by Bleeding dy shock 


5 Test Not useful f'n cose Of tubal Pregnency 


Q. 








OY pelvic Examination 


cy he 
uae, E A 





ay Solpinqectomg 


Cy Sal pingostomy 
dy Sal ptngotomy : 


Cy wait cnd watch 
dy Linear SalpingoAtomy 





G In a fullípavous women, the F) of Choice in supturd ectopic Preqnoncy 


by Solpinqo oophorectomy 


& 
Cy Expectant management 


lay Variable dose of mcthobexole 
Even if given 


dy Laparoscopic Salpringostomy - 
(in question 200TU 7 Mark Medtcolmy (MTX) 
elegram - @Latestpgnotes 








Oy perform Laparoscopic Salpingectomy 


by mm Lo bac salpingo eae 


dy Treat with TM methotrtxale- 


© MOLAR PREGNANCY- HYDATIDIFORM MOLE 


Molar Prcanantu. 
Gestatinal hopho blashe disease Gestational hophyplasbic Neoplasia - 


L. poxtial mole In H- mole- l- Invasive mole 
2: Complete mole 2: Choriocarcinoma 
3: Placental site hophoblostic tumor 
CP s31 7) 


^ Epithelial tropho blastic tumo C ETT) 


Molar diseases Rest ob them 
1: pas h'al mote L Chorio Caruinomo 
2' Complete mole 2: PSTT 
9* Envosive mole 2: ETT. 
L L 
ON HPE= Chorronic villi are On HPE- Chorionic Vill are) 
Plesenk absent: 
H: MOLE- 


^ XBeniq n disease of Chon'on with Maliqnent potenial: 
x Mc in developiin Counhies —5 Asian population: 
x MC (maximum znerclinc). , philipines: 


X Bífsk Factors: 
1 ^ Maternal age (>, 3SU ears 5 2 times Chonces) 
Cz Ao years=> +hmes Chontes) 





2- Asian popullahon Telegram - @Latestpgnotes 
a Dietary factor — De rotg of worin s 
4: previous H D H Mo le: = 4 MOVGH Die e| NONC 1— 4 z f- RS sk nce- 


9 2 molon E ad apum Risk greene 


5* miscellaneous:foctors :- 9 Smoking 
e use of oce 


e AB blood Group 


* Pathology: 
i Undue proliferation of Tro phoblost 
> Some fetal parts No fetal 
O Gre present Pos p 
Parhal mole Complete mole. 


due lo Undue Wolikrahon of kophoblost 


^ ha levels j H F height of 
Ute 
May be scen before fae en 
2owks OF Preqnancy. Qestahonal age) 


2° Hy dropic degeneration. 
EPfects of ^* neq: 





Excessive Nausea and OX Subunit OF icq is THECA LUTEN C4STS- 
Vomiting Similas to TsH 
i 4 
HN PEREMESIS QRAVLDARUM: THYROTOXICOSIS 


Snow storm APPEARENCE 
ON USQ. 





karyotyping o Tri miid id. (C or €) | kar aaa Oa. C60 

stagle 0vo. Pevblined, by 2 Sperms) bv. Monospamic ( 401) 

0v 6. ap Cemp ty) 

y, i The extragenche material is P. Bi: of qunetic material 


PATERNAL ín origin. of sprm s) 


Ihe entre genetic material is patanol in 
Driqin => kja 
Telegram - QLa esf OF Cases = Dis pamic (ome (empty) 
y, —3 Spums 
23) A 





deqenero Hon is less 
Ports Gre present 
Present 


tHydiopice deqenevation is more morked 
* NO fetal ports are present: 
X Trophoblash' 


c scalloping Gad faclusion 
bodies are 


Symptoms‘ 
Not a Norma Preqnoncy 


iE has to end 


MC Presenting Ago prom = 
Bleeding Pv 


Tuprcal oD œ> Ho Grape Lite vesicles Coming out 


PM AYMptoms are morc in Complete 
mole: 


3- PiH (241 cases) 
Less @r) Absent: x Hy peremesis Grav iarum C2s¥- cases) 
X Teqroloxicosís 


X- Respiratovg dishess— dus to 
Embolisah'on of trophoblastic tissue 


In parital mole, it ReSembles Tn complete mole, Snow stoem 
Missed ABORTION APPEARENCE Qn us 


Levels of HCq- Levels of Heg- 
^^ but less than 10°ru]L 7 10° iy. 


X Role of Heq ín Molas preqnancy= used for Follow up of mila peqnonc4 


«Toc ín Mola preqnony=> TYS 








x Loc for follow up fn molas preq nony = Levels of phca: 








10d. Standard inveshqahon =S Mstopathvlog(cal Exominatior 
n molas Preq non: 








Day as | | ^ l e kee ^^ (^ | > 
VAYN al e Ut Yol e 





r present: 






Í r 
o | nae 
e | Y 
` n— Óáà£5502 1 DD i ABL 
e LU 


Theca lutea cysts Ge absnk Thecalulein cysts à 
onal bophoblastic 


| 
Proqre sSvon to gestahional hophoblastc Proqre sston to gestat 
Neoplasia= Neoplasia => J5-20°| 


D * 
chances of Chorivcesuinoma= < 1f. chances of Choriocasuinoma=> 4-4. — 












Len Cees with ER 


maker rae R ü ud 2 did 


x Management of molaoy pitg nancy» 


TOC> Suction &vacuahor Irespech ve of gestational aqe 
of molar preqnancy, 


Tmmunostat'at b. "s 





if Needed = > do a curettage 
U 
Tíssue (s S&nt for HPE. 


Other Tmpointant points 
1: oxytocin Ahould not oe Started before 
Cvacuahon as there are chonces of Embolisation (Rcoq 2010) 


Z Srae of Cannulo, Used for Suchon Cvacuolvon ts 





5 ` After evacuation , în all Rh Negative Females => Give Anh -D 





Ar i = Do not need any Management 





After Suchon C@vacuahion Spontancously Regqress 


CTn contrast to chocolate cust of Cndomebiosi's_, Laparoscopic 
Removal) 


S- Indrcahons for Hysterectomy in Molar preqnonty = 


X Female is Z 4byearS Gnd completed her famil 
X uncontrollable Haemorrage following suchon evatuabhon 
X Invasive mole 


Follow up 
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Follow up n Molar Pregnancy: 
By Measuring p Hcg weekly tiu ^3 tonsecuhve Normal values 
Then do monthly for “Gmontns: 


* COntracephon 0f chorce in molar pregnancy — OCP 








* Following Suchon evacuation, Bhcg levels becomes Normal Gier, 
In parkal mole —, 


In Complete mole 5 qus. 


X Prophylachc. Chemobheraphy:- 
— Not qiven to all patents Qftr evacuation. 
Only Given to Hrqh Risk patients like; 
o mu a AGE 2 Mogens x ° 
2 HCG levels % 10-JUJL x 
3 Large ultvus siae xx 


4 BL theca leubin Cysts% Gems. ¢ 








— Prophylactic chemothercphy of choice ==> METHOTREXATE or 
poc - Cif Jaundice () 5 


© MOLAR PREGNANCY- GESTATIONAL 


Draqnosed 5 if any 1 oP the Pollow'ng (S Present ; 
4 4A consecutive value of HIG show plateau C<101 on 
Day 1, 3, 14) 21 
2. 5 Consecutve BUCY value C>107) on Dau 1, 5521 
3 ON HPE reports soys 


-Chorio car u'noma 
4. Hcg level: remain high Cven aftr Gmonths oF Suction 
Cvacuathon. 


(Normally, in. parhal mole :- Hcg comes back to Nosmal volue 
X (oa CORFE MEE Hcg Comes à 
by 9 


back to Normal value 





Presentaton:- 
Lt Comhnuous Bleeding Pv afts Evacuation: C 


4 Shock  !* ts T) resentahon “A Invasive mole 

3 Utatne Sub(nvoluh'on 

4- Persistence of theca luchin cyst Normally they Should Aisapcor @Fter 
2-4 mon of evacuation 


S- Mectastasts: 
mpm Site Pos metastasis fs 





Important one lraers 


G1 Most common GTN after molar Pregnoncy 





xoka Chorio adenomo destru sens 


X 1invodes myome kium = 
Hystectomy 


£L Chorionic villi Are present: 


(5.2: Chorio Carcinoma most Common EE OS after which type 


preqnont 9 — M r D 
X wt Is a Low Risk! pic MTM 





bos y 





Q.S-Most Common GTN to develop after Full term delivery — Choriocarunomi 


CHORIO CARCINOMA: 


X Tumor Marker — P Heg 
X- Most common Route of Metastasis rs — Hemotogenpus: 


X Most COMMON Site of metastosts 's —9 
7 vagina 7 pelvis 


În ISI- Cases 


Lung metastasis fn Carnocarcinomo.- 
> on x-ray 


Tt occurs ín 


0 Stage 3 Most common appeakne 2^2 most common 
ud L Oppeaunce 


f Cannon Bat I 
' appearnee SNow STORM Appearnce . 





Z^9 most common site foi mctatasts = VAGINA: 


"— ae n metastasis 





t Age of patent 
2- Hcg levels € Lo? zv 


3: Ty pe of antecedent pieg nancy Molas pregnancy Full term preqnoncy 


A-- Duration of antecedent €. 4 months 
Preg Nancy 


S- Metastasis Lung Lives | Bran 
6: Number of Metostasis <4 78 


"77 ArzmMoans 


+ sae of tumoy 7 5 cms 


8: Hjo OF chemotnevaph 





Mulhag«nt Chemotnes ap 


IF Total score = <6 = Low Risk 1€ Total scoe: %4 = High Risk 


Choriocarunoma Ch diro cayü'nom os 
Chortocaranoma are 
Chemosenstive tumours. Single agent multi agent 
Chemotneraphy Chemothey aphy 
L L 
(METHOTREXATE) E= ETOPOSIDE 
M = METHOTREXATE 
Follow UP - Bagshaw «— «4 A= ACTINOMYCIN 
Regime C= Cyclo PHOSP HAMI DE 


% LOW Risk Chorio cai u'no ma — foi 1year 


O= ONCOVIN 
x High Risk Chorio Carcinome —9 for 2ycar - 





Placental Site hophoblastic tumour (P5711) 
X Most common & Rove 


X Most common develops GPtev H Mole Most common develops after Full tim 
P'eqnontg — 


% Tumor martu- Bheg X Tuma marker? Human plaaatal lactogen 7 


placental Alkaline pnosphatas e 
X on HPE> Telegram - @ "Xon Her: 


> Dímorphic cells 


=> Monomor phic cells 
> Excessive naemoraqe 3 Necrosis 


— Less harmorrage } Necrosis 










X* Chemo aie tumor * ai a Tumodut ` 







* TOC=> chemotheraphy 


Gy Ovarian Custectomu - Sf suchon evacuator 
oy Ovartectomy ày Ovariptomg 





63 


QY Raduiotnera phy 
by ChemoHuraphy d» Rocko chimothera phy - 


9 The advantages of Hysterectomy fn. molas Peqnoncy ae ) 
Oy chance of Chortocarunoma becomes Nil 
by Follow up (s not required 


Cy e Ovaries Can he removed d operation 


' Risk Of recurrence of Hi mole. in future. pitqnoncy Ys 
Cy 8-10- 
by 4-8- dy 10-124 


2, OF Complete Mole proqressinq 1D persistent GIN 
65 1-47- C7 8-121: 
by 4-81: 






n 
fou 


C7 Serum amylase level 
by Strum CEA level Eshimaton dy serum ot Feto protein &&himalion 





: True About Complete Hydatform mole are all excepts 
ay chromosome Patin is xx 


by itis Of maternal sail 





© ANTEPARTUM HEMORRHAGE 


°An bleeding which occurs in Genital tract or from Genital tract 
beyond period of viabil BY CIR ENKI Petod oP viability = 28Wks) 


Causes 


Placental causes (^9 Fetal causes 
LEN A (iso) 


d * NoSO. previo 





x Placenta pic vio. 
x Crrcumvallate Placenta 
X Clicummargrnate placenta 


Rorup io placenta 
Placenta is located ty Lower utrine Piemature Separahon of Normally 
Segment: Situated Placenta. 
For localiaahon of placenta; Usa should 
be done ín 3Ftrimester. 
Repeal Scan- In Minor deqree> 36uks 
In Major deqree— 22 wks 





Incidence: 1 fn 300 pregnancy. Inc(dentt = 1 fn. 200 Preqnancy. 


Recurrence Rate: ST: Recurrence Rate: 12 to 15°f- 


Mc Risk factor - pice H[o placentapreva | MC Risk Factor :- previous Ho Abiupto 
2^9 mc:- prev us Ho Cesareen Sechon. Placenta 


Common Risk factor for both Placenta previa $ Abiupho placenta, they arc, 
t Mulh'parity 
2. ® maternal age 
3: Smokin 
A: Twn Preqnanty 


APH — Most Common fn Mulhparous Gnd smoking Vs a Rick Pachy 
MI i LDCurDu an mokina V ive 





Risk Packors + Risk fo ctars- 


x When Placenta is Bra: ine 

1. [ eqn s okin 

pee ma ones : coccatne Abuse 

2- Diabetes y i" 
3: Succenturiate Lobe pes dh iri at: 
4- placenta hilobata. V KA 


Ho Abdominal trauma. 


Fibroid ,. Polyhydromenos 
* PR.Orn * Tuo Pre qnoncao 


X- Endomehiuna fs defective :- 
1: Smokin 
24: End o mt hlosrs 
$ €xcessive CurcHage 
4 Previous uterine Surqeryg- 
C— Cesarcan scar 
> Myomectomy scor- 
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Classifica tioni- 








Q 


Type 1 


* © © 
Type-1:* 
: Placenta fn LUS 
“Distance Prom internal 
05 15 : 
*doeS Not reach upto Int 05 
Aka Lateral | Low lying place 


Int- 05 Previa. 


a pe-2 
* placenta reaches upto 


Margin of Internal 0s- 
Ako Marq (nal placenta 
Previa. 


Type- 
+ placenta payhally Covers 
Inkrnal 05 
Aka Incomplete placenta 
Previn 
eI Incomplele placenta previo 
placenta does Not caver dilated 0s 


Tupe- 4 
* placenta Completely 
covers Internal os. 
Ako Complete | central 
Placenta previa 
* LN complete placenta previa, 
placenta Covers dilated 0s 
_> Antert of 
> posteo 
Antares — 


To Typed 






called 


placenta Previn because, in Type-2 
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(s+) | 


Grade Q- Rehospechve droqnosis 
based on Reboplacental 
clot: 
Grade 17 pa'n (n abdomen C du to 
thromboplastin , which is 
Utero tonic agent) 
+ Bleeding Pv + FHS=Noimal- 


cation: 
PAGE Classification: 
gaa CS 





Classittication 


Grade 2= parn ín abdomen + Bleeding Pv 
+ Fetal dvshess| Fetal deatn. 


Grade 3- Pain ĉn Abdomen + Bleeding Pv 


+ Feral death + Patient YS ln 


Shock + DiCCouc Fo releas of 
thromboplos hn) 


Varieties OF Aeruph'o placenta : 


REVELEAD VARIETY 





CONCELED VARIETY 


J 
fn this Variety, Blood 
Collected Behind planta 


Enters myomebium of 
ukerus 
L 
Ulevus appears blursh)} ine 
Coloured. 





OEE NIS cn, 
COUVELAIRE UTERYS 





COUVELAIRE UTERUS: Cémpostant pornts) 
t fs not a indicohon for 





postia, placenta hocate d. posterior 

Gnd it is reaching Upto level OP Internal 0s- 
(n usq, So Many times ik fs missed ah it 

Lees pocket] behind fetus 

During Labos, when Fetus qoes down 

it prescec Ggainat placenta and there 
Will be bleeding: ~ itis Called 05 

Dangerous placenta previa. 


lacenta Previa — v 
Tupe- L — Antes 
JP x_x Pos ka is 
Type- 2 — only Anterior - 
vaq«’nal delivery Can he tried. 


Major Deqree placenta prevla — 
Type-2 — poster 


M nor Degree 


Type -3 
Type-4 
always have to do cesarean. Sechon. 
In all postercos varictres Of placenta previo, 
Lsvace there is less Space Cdus to Sacrum) 


Feral dishcss On pushing Head foto pelvis 
Perabdo mina ligk —» STALLWORTHY SiG) 


S y mptoms i 
1- Blecata 

















vn 34 trimester- 

* Bright red WN colo 

* patnless (ND pain in Gbdomen) 
* causeless 

* Recuiltat fn same preqnancy- 

x Warning Hacmorrage (s Seen. 








General Cx omina. on: - 
General Condihon. of patient is 
proportronal tp blood loss 


PA -vuterus (s soft, relaxed, non tender | PIA. -žukrus is hard, tender, tensed 


FHS — easily Heard 

Fetal Parts — easily Felt 
#Herght of uterus = period of qestahon 
x FHS picsent: 





Symptoms: 


Placenta previa Conceled Abruph'’d 
General Cxominathion:- 


Telegram - @Latestpgnoteetal parts — Not easily Felt: 
Hetqht of uterus > period of gestation. 
* Fetal 








Hysterectomy . 
24: [tis a Risk foco. foy 
PPH 


© 














Most common variety of Abrupho 
Placenta fs MIXED VARIETY 






Bleeding (n ad trimester- 


X Dark Redfin colour 
X pain (^ abdomen ês present: 
X couse for bleedin 
(Trauma; <. Qka Accidental 
Piu Haemnraqe ) 
* Not Recurrent In some preqnancy 
X NO warang Haemow aqe. 















Gentval condi hon of pahbrnt is not 
Propoxtional +o blood loss 


Ri at d- 


FHs- not easily Heard 


dishes | Fetal death. 


Toc in placenta previa es TVS Ioc in Abruptroplaunta> Chiatcol > 
TAS 


(pobe ooes not Cross 
Internal 09 


Malpresentahons Qie more common 
[^ Placenta pve 


Tranverse lie 7 byeech 





Management of Aborupto placenta: 


Principles = 
L Never wath Gnd watch. 
Intevval blu) Abrupho and delivery play an very te postont 
role in development of Dic- More the intaval, more are 
We Chances of Dic. 
2: Never give focolyhcs- . 
3: Always Best Management IS —> TERMINATION DF PREGNANCY 


Mode of Labour: 

reo 

D d prefer vaginal delivery 
TF vaginal delivery 0tntvuJis e bili Home Lasst 
s About Lo happen Cesarean Section. Cesaican May be neecia 


Vo.qraal deliv cry 





V0. ‘nal delivery in Abruptio - 


MISOPROST is ConWaredrcated. OXYTOCIN, Con be Used ARM hastens 
for Induchoa of Labour to augment Labour delivery. 
i 4 
In Awptio, As it is TOnc of NO data which indicates INO Ev idene 
Uterus facicased , with MISDPROST that oxytou'n can Quqmvunt To Suppowt 
Use release of tnyombo pla stra miS 


Telegra&wQLateetiaseted = Cirudathon. 
^ chances of Tachy systoles . 


leads to Petal di'shess- 


Tachy systole >S contrachions (^ 
LO mins. 


IF a patient of newupho develops Dic 
V 





First Cottect Dic = Hb vaqrnal delivery: 


a of Placenta Ep 


Terminate We preqnont y Conhnue the 
Immediately Preqnency 
AcTIVE MANAGEMENT FxPEcTANT MANAGEMENT. 


In Qny condition , where 


Purpose: TO let the fetus 
mother life ts at Risk attain Lung maturi ty 
(34wks) 


CONDITIONS Neves pullin the 
mothers Lile at Risk 


ACTIVE MANAGEMENT EXPECTANT_MANAREMENT 
* Hemo dynamically unstable patient |I}? patient Hemodynamically stable 
X TP counhnous bleeding rs present |f the bleeding has Stopped 


* If Gestatyonal age 7 34 Wks or K Gestahonal age is € 3&ts 
if patent rn Labor 


X if fetal distress fs present *NO Fetal dishess: 


X if on USG — Congenital Anomaly in |x TF on uSqG — Noimal fetus and 
the Fetus which is incompatible with 


Congent tal Anomaly Compat ble wrth 


hfe Canencephaly) Wfe. Cpolyctactyly) 





*EXpectant management OF Plactnta previa is KNOWN w> 
. Mcafee and Johnson rcqimc- 
Admit me patct 
Arrange for blood 
If Rh neqat've female > Fiw Anti-D (300 meg): 


In CORTICOSTERIOD (to attain Jung Maturity) 
' Tocolyhes (if Conirachons ©) 
Best NIFEDIPIN 


pore 





¥cervical Cerclagt'- Not a Component of Expectenk managemint- 
of plarnta Prva. 
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Expectant manageme nt 


Carru till 24wke iE Fetal dishesc © 


Bleeding Episode e 


Terminale immediately: 


Mode of deliv eu 
ns 


fo. ep 


nor degree bal degrees of placnta pre vto. 


Type 2postesior, Tupe3, type 4) 
x Fetal dishess 


(na 'vtYu - KH Severe bleede'n | 
degunt ("vvespechve of type of placenta previa) 


CCsaran Sechon 


For mode of delivery ín plaunant previa, tk is Necessary t 


know, type of pon pevie- 


USG Double set up Examination 
In oT, after dong all 
Gtranqement Por Cegaseon 
Sechon 
bo O Ply Examinahon 
u 
kla Double setup 
Examination. 
DIC 
ConSumph ve Cooquib pathy Cat Clotting Factors are Consumed) 
Obstichcal causes OF DIC Diaqnosts Ixugs in Management of dic 
KBbxupho plato. MO X- 6 Fibrinogen * Blood tranafusion 
“Tun of Petus (clotting Fact 1) = * FFP 
* Amnioh'e Fluid embolism * (ryopeupitalłe 
* sephe abortion * Fibrin deqvodahon x Platelet transfusion 
* Severe preeclampsia | product = v9 x Heparin +]- 
Cclampsia | HELLP Syndrome * Di-Dimes = 4 







|: EACA 
2 Tranexmic atid , 
Recombinant factor Vil-A‘= Role (n DIC (S uncertain 
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C Blood transfusion 
ay itnbavendus 









olism CY Red de generation oP Prbxor d 


a M tobe luc 
dy Rupture of the uterus. 


major placenta mevo: A confirmatory Should be Performed — 
OY AL 32 uks ch At 36Wks 





by At 34wts dy At onset of Labor- 
G,. Ri ore causes OF APH Except, 
e oy placenta previa CY circumvallale placento 
by Abrupho placenta 





® Placenta previa mol is associated with all oP He Pollowing except 
A OY Large placento 
oy pxvreus Cesarean Scar d* previous placenta pula 


Q. 





Oy painless bleedin 


CI Recurrent bleedin 
1 
by Couseless bleeding 


O. Regimen followed (n Expectant Management 0f Placento previa 
03 Liley’s method 
by Crede'^ method dy Brandt- Andrews method. 





ay Anh D Cy Blood transfusion 


dy Sterotds 






ix Cental 





Oy Expectant management Cy Induchon } vaginal elivery 
St Traduction g Forceps delivery 
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© TWIN PREGNANCY: TYPES $ ETIOLOGIES (se) 


Twin Pregnancy - 
MONOZYGoTIC C5) , Sof. Di ZYGOTIC (213) 304: 


ova- 


Single spam fertlizes Two ove fertilized 
OVO bu buo diFtucat 
| Sperm y "" 
5peosoms 
J J 


mingle Zyqote C zygote l 


Divides into two 4 N Two diftennt O O 
O O 244 otc- 
i Always Same sex L Sex May be Same ov 
Same phenotype differnt: 
Same blood qroups 
Same HLA tu ping: 24: Incidence of Dr 2yotic twins 
(Different Frager paints) varres from Countiy to 
Coun hy. 
à: Incidence of Monozyqonic Counh 2 BR MaxMium 
twings is Constant Incidence => Nigeria 
throughout the World Lin 20 preqneney) 
Lin 250 preqnanog @ {ra 100 Counky with least 
Preqnanty: Incidence — Japan 
3- Due to ART/ IvF, thee is (4 ún 200 preqnency) 
Ain Monozyqgohie twins Tactdenre in Ladias 
(1 (a 80 prqnon 





Dizygotic twins: 
In India: H&ttew's RULE 


Incidence of kwins — L rn 80 pregnancy 
Incidence of- Triplets —9 1 fn (go)* Pregnancy 
Incidence OF OUadrt plets — 1 ín (g0)? Pregnancy 


* [n Diaygotrc twins — 2 ova is is by 2 sperms 


mp 4 


SUPERFECUNDATION Ss acai 
In same cycle by 2 diF ect In 2 different cycles 
A} acts “of coitus - JL 
Ik is Seen in Humans Not seen ín Humans- 





Supafetahon is possible ina Humans 













Q Theorhicollu Speaking 
til 14-16 wks 
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Factors which affects De Zygohe Furns: 


] Race 


Maternal Family Ho twining 
Maternal age 
Matcrnal parity 
use of Drugs like clomiphene citate — (S-81) 
Procedure like LVF /ART 


Maternal obesity 


In Dizygotic turns— ova Develops from two differnt 
Zyqgotes 
Sperms a? 


ama von Zygotcs develop their own 
Zygote -6) Gs Chorion and amnion. 
Chorton 


Di Zygohe twins always Dichoriontc Diamniohic 


EIERS 


GN 








e Zygosity —> Type oF (oncephon 
e Chorionicihy —> Type oF placentahon 


Prognosis ‘Nn twins—> depends on Cchoronich) , Not 0n Zy gosity. 






ove — Bad prognosis 





have —* Good prognosis 


bi Zygotic twins ——> Always DCDA 
3) E aR, has good prognosis - 


MonoZuygotic twins: Depends upon the time 0f divisons: 


Zygote 
P w O . NL ot 
Q O — Choron formed. at 
Zygote-L Zy jole- 2 Day 6 


If Division n Mono hc twin 
f Divisio 2 ofc kwis O 


< 4days 4 to 8 days &- 12d 7, Arvdaus 
(wiin ` 3283 y a 


© © © 
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- 


¥Dichortonic bíümaionic (Some body 
(DC DA) 3- Monochotionic 4-Monbchotionic Parts hos 





4 Diamniohc Moho amniotic already formed) 


XGood prognosis ( MC DA) CMCMA) 
ed 


#+Bod Prognosis 






Mic Type of Monozygotic twrns—> monochorionic Diamniohc 
(MCDA) 






Mc Type of turns —> brchorionic Dfamniohc 
OR Na a (Dcd A) 


‘True OR also: 
le Mono Zygohc twins Gre always monochürionic — False 
2- Monochorionic twins are always MonoZugohic ——9 Tiue 
à: Dií2ygohc twins ate always Drchorionic ———> True 
4: D'choronic twins are always Dizggoht————9 False 


LOC for Chorvionrcity- — Tys 
l ^ 


Teme — 11-14 Wks 
(ist Titmestet) 


- ^l k 





chorion 
Amnion 
launtalgoes tn Hw 
P J 2 Fetusu 
Dichorionic béamniohc Mono chorionic Dramnlotic 
Can come from Come from 


Monozyqonc twin only 
M OnDZy gohc Dizygohc 
twin horn 
X Sex— same 


x Sex— Same / diPPerent 
«e$ layers of membrane s 


X 4layers oF membranes vey bu Wem 
in blw Twins 
x Thin membrane € 2cm 
* Thick Membrane Z7 2cm 
X- Twn peak sign absent: 
K Twrn peak Sign / Lambda sign 


See 
(placenta goes in ae 2fetuscs) 
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DCDA — lamda Sign 


Dichoronic Diamniobc: 
x . @ D 


me eus » membrane 
K M eniin Qie thick 





DCDA 





Dc DA 
* ON usq — Turn peak | oso tve 


* Time of delivery — 31 





Monochor/onic Dramnrohc . 


* Bad Prognosis 


Because they have Complication 
* Twrn to tania Transfusion 
Meese a a 
AD 5 


*No: of- layers — 2 


x THERA membkhroanec 





¥ on usqg— T Sign 
Time of delivery — 34— 34 Wks + 6 days 
Ideally at 3+wks 
Mono chorionic Monoamntonhc: 
¥ Bad prognosis 


X Specific compli cahon— Cord Entanglement 


X No. of layess of membrones blw 
Twins ——> No membione & BUM 


x best time for Delivery— 32-34uxs 
* Management— Cesarean sechion g omy 


Conjoíned Tufns: 


x Mic Variety —> PARAPHI 





2™ Best —> THORACOPHAGus(thorax) 
* Least common Variety ——> RACHI er ii column joined) 
€ 11) 
CRANIDPHAqUS( Head) 
C S1» 
* Wrost prognosis — Crantophagus 


* On usa- 
* Heads of both fetus Ive at same level 
e 4 Vessels ín Cord 
* Relahve posth'on of turn does not Change 
* Extension. of fetal sprne 


X They have single Chorion , single amnion 
X* Delivered by Cesarean Sechon- 
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© TWIN PREGNANCY: COMPLICATION AND. 
MANAGEMENT 





Complications: 
Maternal Complications - 


1- Anemia Pre kim labour 
re anges KS PRom 


Cord prolapse 
Abrupho 
3- Uterine over distensions - 


Pre term labor Pressuic Symptoms Teen Sub mvoluhon 
Prot of uterus 
Respiratory difficulty Edema 


4° Size of Placenta sncteased; 


Placenta previa ft PPH T HPL $ E 
A Insulin Resistance Hyperemesis 
I) Grayraarum 
e Qcstational 


Diabcetesmellitus 


Fetal complications:- 


Complications which are never seen — 
They arc, 






L1 MactoSomia 
à: Post term pregnonty 


X All complications ate — Felaled to chorioncthy and Gmnionicih 
Ex ce pt 
' a Pre term labor | — Relates to the 
* IUGR no of fetus: 


In Mult fetal preqnancy— Do fetal Re duchon 


lime: ib is done at 10-13 
,, weeks of Pregnancy 





X MC Complication of Twin pregnancy— Preterm Labor 


| Methods adopted + prevent | Methnd Not adopted Hn | 












anki natal visits 





t Frequent 







2: Frequent USG Examination 
— Dichorionic> Every Guks 


3° Limited phy sical Gctivity 


X All Complications of Twins are More common 


All complicahons 
Fwins: Excepk Ri 





wins 


In an Individual 
In case 


Ga Zyqole 
"dii So 


In case of Mono 2uqohc twins 
om Mono zygohe 


"d MUR somy 21 
O O 


Trisomy LL 


ern cen 
oy Mono Zyqoh'c hoins, 


For Aneuplordy Scecning— 
Sample Cah be taken From 
either OF the hoin- 


Trisomy 21 









— Monochorionic- Every 2 Wks 


Are More Common 


L DO net give progesterone 







4 DD Not give Tocolyncs 
3 NO crrcalage 


4 wot Give Bed Rest: 





in Monozygohe twin > bizuqolic 


Anomaly 





/ ^i 
f YAOL 1 


Risk of Chromosomal Anomaly = xj. 
Mono zygotic twins | 


Incase of biZugphic twins 
l l 


xi (D) O x! 


Zygote 2ygole. 


Cc12 


Cummulative Risk of 
Chromosomal Anomaly is —? 
More in dézqqotic 

twins 


Incase of Di Zygotic twfns 


O O 


Zygote 1 Zy qgote Z 


° Zygor 1 — Down Syndrome += 
e Zygote 2 — Down Syndrome H- 
e None mag have 

* Both may have. 









In Di zygotic twins, 

For Aneuploidy Saccninq 
Samples Shoul¢ be taken 
from both Twins. 
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Complications of Monochotionic Twins: 


lL. Vascular oe blw Twins (i) 


If Deep Anastomosis 


Twin to Twin Transfusion Syndrome (TTTS) 


2: Acardiac Twins 


3 Twin Anemia Polycythemia Sequence: 
4: selective TUAR 


5° Congenital Malformah'ons 
G In MCMA — Cord Entangledment- 


Vascular Anastomosis - 


Aa in Anastomosis Deep Anastomosis. 
| 


¥ More Common 
x MC type— Artery To Aitery 
Anastomosis 


X Mc type—> Artery 1o vein 
anasto mosis 


X Occurs at level of Capillary bed 
X Bidirechonal flow of blood X UNIDIRECTIONAL ftpw oP blood 
—» 

[A Es] REESE 

* NO permanent donor t 
NO permanent recipient permaneat Permanent 
donor Recipient 

JO TTTS not seen 


* MOSHy Seen in mond chorionic 


x trhs is seen: 
mono amniohic hoins (mcm e) 


SXMc in Monochorionic priomatohc 


(MCDA) twin. 
-. TTTS not seen 


-~ TTTS is More common ín 
MCDA 


TTTS Twin TO TWIN TRANSFUSION SYNDROME! 


* seen in MCDA 
Deep artery of one twin— Deep vein oF Other hoin 


Bonar Recipient 
Ewin twin 
*Anemio x Pol ycy elisa etaretoonotes 


Thrombosis 


pu A eee eee eee 


If difference Hb becomes > 5gldl in both twins 
| 






TAPS’ can Occurs as 


+ T 

Part of TTTS Isolated finding Cs, 26 wks OF tui) 

Olígohu draminos and Poly Oligohydraminos ond polyhydrominos 
hy¢ramtnos (s Sem ®@ Not Seen: 


When eyer Fetal Anemia is picsent 
2 Findings: 
ly Sinusordol EN wave like paHern. 


It seen in DOdnor twin oF TTTS, Bh incomptabiliby 
and Vase previa. 
ly Peak systolic velocity of middle cerbral 
Grtery ^ 


X Peak systolic velocity (Psv) of middle Cerbhral Grtery Cmca) in 


e bonor twin — 21-5 mom 
* Recipien hoin—c» €1mom. 


¥ In Donor Twin In Recipient Twin- 


Less Growth Mote growth 


discordant Growth 


ie Difference in body weight of Fetus 
(7201 with larger twin being taken QA 





Jadex. 
2: IP difference in Abdominal circumferece 
0n USG 
3 [P dcFRercnce in Biparictal diameter on 
Usa 76mm 
X In Donor Twin In Recipient Twin. 
Blood Flow in donor twrn Blood Flow in donor twrn 
is decreased is increased 
4 4 
RBE [3 Telegram - @Latestpgnotes RBE ^ 
4 4 


GFERY GER* 
n nh 


U i output 4 U m out pat ^ 


OLIGdD HY DROM NIOS 


PoLy HY DROMNIDS 






IF one twin has— oligohydiamnios Gnd Other twin has 
Poly ii te 





Xx In Donor Twin 


“Tl In Recipient Twin. 
© i a failure 


^t Risk of Congeshve Heart failure 


Renin Angiotensin 
System is achvated 


Staging: QUINTERO STAGING ( Based on Use) 


1= 


cyclic ANP YS Gchvated 


olfqohudramnios | Polyhydramnios + on USG bladder of Donor 


twin universe 
2= Bladder of donor twins — not visible 


i Most ‘i 
aoe 4= Hydrops (n any of the twins 


5: Death of any of the hoin 


For cardrac Evaluation of e wea CES 
Twin to twin transfusion. syndrome (TTTS) — CHOP scoic 
An i ee A a ee ad 


Management Fetostppic Laser ablahon of Anastomosis 





TRAP— Twin REVERSED ARTERIAL PERFUSION: 


A B 
=> — 
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Normal Acardiac Twin(Lacks Heatt) 


Anastomosis—= Arteru t Arteru and Vein ts vein- 


——— 0 . 02. | IM EE 
Pathology 
The umblical artery (carrying Deoxygenated blood of Twin A) 


of Twin A 


Takes blood tod Twin B 
Ly does not have heatt 
Due to gravity, blood tcaches the lower limb of Twin B, and 
^ Lower limbs arc formed 
But as it lacks heart ———— Rest OF the body ‘5 not 





formed. 
Vari Hes — 
IF Loutr limb formed If Some part of head If No part of 
only Glso identified body Identified 
Along with limbs (Not even Lower Limb) 
( AcARDIUS AcePHALUS) I ann 
BiatiUs MELA) (Ecrin Aroxevon) 


CEPHALUS 





X The donortwin has ^ Chances OF Heart failures and 
mo reality iS High even (n Donor twin 


Management: 
1 If acardic twin volume < 501: of pump twin 
E e Management 
Deliver at 53 Wks: 
2: IF Gcardic twin volume 7501: of pump twin 


Radio Ficquency Ablation 
Telegram* @Latestpgnotes 
Death of one twins:- 


Gnd is not twin suddenly 
Vanshing Twin Idenhfied Hil last 


Pars X} MC in mbnochorionic 
twin 


Fetus compiessus Fetus x-More dangerous in 
Pa py raccous Monochorio nic 
twin Cduc to 


Onasto mosis) 
X It can tead to 
Neurological 
Complicahon anel 
death 
X IF can lead to pre 
term Labor tn bohh 
Monochorionic and 
Dichorionic twin 
X Bum* Tp Catr 
Pregnancy atleast uphl 
34r 0) s and best 


one aborts one twin dies TUD of one 









Fetus compresses 
Fetus compresses 





Foetus papyraceous 
















6. Twin Pregnancy ih Which 
one fetus dies ks , 
How Should the Next 

id be managed? 











x Monitor the Surviving twin 


Delivery oF Twins: 


MC Picscntahon — Both twin vertex 


"d MC presentalion — one hoin is vertex 
Gnd Other twin is 
bicech. 


Mode of delivery — 
bepends on 1% Twine 
X IP. 15t twin — VERTEX => Vaginal delivery 


X IP 19 hoin — BREECH] Transverse 
Telegram - OLyrstpauales Cesarean Sechon 








In Breech , IP 1* twin— Breech, 2b hia — vericx — leads to 
COmMpircahon Known lOcking OF 4 





y, | i m d»* A 9o 
Vaginal delivery vs Not done in tis hype- 


TP ij twin is dil UNE 


T GR Ge 










1St tuin — vaginal 1SFhoin—> Vaginal I hwin— Vaginal delivery 
delivery delivery 2nd hyin— 
After the delivery Nd hin AssisFed 
of Frist hoin — Breech delivery Take the paten to OT 
Methy €rqomchin 
nha Give General Anacsthesia 
Oxyloun can be given- 
Take Hand inside me 
2^ hoin —> Vaginal delivery internal uterus, Hold feet of 
Time durahon Should be podalic €—-| the baby and make 
€30mias , if it Exceeding Version it breech - 


Take for cesarean. sech'on: 
Delivery by Breech 
Exhachon: 


* It is done in OT, under X ]t is done in OPD. 
General ancasmesia NO Ancastnesia is Required 


XY Risk Of Uukrine Ruptuic ® X lt Can lead to Fetal dishess: 


x Indication: x Indication: 
IF 2^4 twin is For Single Pregnancy 
Transverse lie (at tne onset | 


of Labor)- i J 


Biccch Transverse Ife 


e Tiy to make iE chephalic: 
* [t (s done antenatally 7, 36wks 


X Absolutely Conhoindícoled in x Relohvc Conhaindican in 
previous Cesarean Sechon. previous Cesarean Sechon 
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Queshons: 


Q- MCDA twin develops if division ®©- A 26yr old Primigravida with a twin 


occurs at Gestation at 30whs presents for Q USG 
ay Within 32 hrs cy 8-12 days The usg Indicates fetuscs are both male 
by 4-8 days dy 712 days Gnd placenta appears to be diomniohe and 
Monochoiionic. Twin B is hoke to have 
Oligohyctramnios and to be Much smaller 
Q. Incidence of Monoz gohe tains Han Twin A- Tn this clinical Scenario 
oy Lin 25 Pregnancy 1in2Sd Pregnancy| alt of the Following are Concerns Toy 
by Lin 100 preg Bene] dy 1 in 400 Pregnancy| Twin A except; 
g. Theorahicallu Speaking superfetation Gy CHF cy Hy draminos 
is possible fm Human uphl —— wks | by Anemia dy Wide spread Thrombosis. 
of Pregnancy Twin A> Recipient, Twin-& — Donor: 
ay I2 wks cy 2005 
B14 wks dy 2^gks Q: which of the Following Statements 
Gbout twining sue ? 
G. Twin peak sigh seen in ay me frequencies Of monozy gosity and 
ay MCDA Cy conjoined tains dizyqosity are same 
by DCMA Ay diamniohe twins b7Diviston after formation of Embryonic 
ey none of above disk Result in conjoined twins: 


Cy The incidence Of monozygotic twinning 
O- Conect Statement about establishing | Varies with Race. 


the Chortonicthy in hoin pregnoney ts | dy A dichor'onic hoin pregnoncy always denotes 


Gy same sex rule out dichortonici ty di zygosity 

bs Twin peak in dichorionicity Cy Twinning Causes nb Gppreciable incase in 
cy Thick Membrane present in monochorionic| maternal morbi and mortality Over Singleton 
dy Best detected after 1 6voks bregnanuy 
Gy Vaginal delivery (s allowed in all G: consider the Following Vascular anastomosis 

except L Artery do vein (A-v) 

(0f MCMA twins L artery to Artery (A-A) 
by First hoin Cephalic and 2^4 breech 3: vein to Veine Cv- A) 

Cy Extended breech In each oP the Following Condition which 
de Mento antrtoy Face presentahon. Anastomosis (s Seen: 


QY MCMA twin A-A 


G. Tell the best hme for by TTTs— A-V 
Gy USG to detect Chorionici fy 11-14wks cy TRAP—» A-Al v-v 
by delivery DF MCMA holns-s 32-34 wks dy Overall Most Common in MOND Choonic 
Cy delivery OF toin, if one fetus is dead>34337 twin A-A 
dy Fetal Reduch'on— 10-15 wks uis 


O: identify the type of 
Twin Pregnancy. 







G- Ident’fy tne condition 
NU 
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DCDA 
MCMA 





© RH ISOIMMUNIZATION: MECHANISM $ 
COMPLICATIONS 


h Negahve Pregnancy :- 


` 2 60 E '-' 682 
Rh anhqens > c C E °C 





Absent 
Rh-ve 





Present 


Rh +ve 


X* Rh anhgens Qe located on 
X They die AtScovered by LANDSTEINER Gnd WEINER: 





Rh Negative Pregnancy means; 
i+ | Mother = Rh Neqahve 

= 

Fetus = Rh postivc L Progrem 


2- Mother = Rh Neqahve t= NO PROBLEM- 
Fetus = Rh Negative 







But 1P Husband = RH positive. 
wife 2 Rh Neqatve 
Fetus = can be Rh 


iF Husband = Rh Neg ahve 
wife = Rh Neq ative 
Fetus = Rh Negative C1001) 
Which should be done Whenever, patint is 
Rh Negative pregnont female is 
















Hu G h an d A KNA 
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J = Stimulates mothe Immune System 







a Rh SEM (Ant D) 
Tg MCcannot cross plan te) 
Mother Rh-ve Pe Rh Antigen | emonths 


Iq6 (con cross plouatad 
Fetus: Rh ve 2 OB Ry antigen 


2 First Pregnancy is safe in case of 
Rh-ve Mother: 


In Subsequent pregnancy; AEN Mi ele Immune system 


eng MNESTIC RESPONCF 
Mother = Rh - vC je a 


eoe 
P UU Enters into (mother Circulahon 1g68 


CENTA 
Fetus = Rh tve enters fetal Cirat lahon 
CEEE 


aam n P antibody Gquinst Rh antigen 


C 


Antigen, Anh'body Reachon Occurs 
0^ Fetal Racy 


HEMOoLysis 


Antibody formed ra mother — Causes Hemolysis in Pehss .. ik is known as 
Rh Tsoimmuniaahon 
( Isormmuntaahon means, Hat the anhbodies Posmed iin one individual 
leading to problem to Other Sadi vidal) 
In Rh Neqahve preqnonty » problem is in the Fetus (hore ful ty fetus). 


Fetus Offected in Rh Negahve Dregnoncy 7 


Hemolysis in fetus 
^ Bihrubin 
Sa 











Hepato 










Ç Splsenomegaly ) 
fn fetal Anemia there is, Tund è Z 2omaldl T 
1 Sinusoidal Heart 
rate pattern: Golden yellow Kernickius 
Qa. mniosnc ftuia C Ncc, 


2: Peak Systolic velocity (Bone olen 
^ fn middle Cerebsal oa tery OE asio 


Cotner Condihonas where 
‘Fetal anemia occurs aut, Eeen Regels ^ this dusease 
1- Twin fo hyn syndrom itis also called 


in donn tw tn) Telegram - GLatestifquetes- Mother: ass S 





2- 


Collection of Hurds 
(^ 3 Space Cpericardral 
EPfuston , pleural € ffuston , üscitiu) 


Fetal Mamfestahons-~ 


L Fetal anemia 
à: Ickrus Gravidarum 
3 Hydrops Fetalis—» Grave] wast mantfeastation. 


HYDROPS FETALIS - FEES 
bro.qnosís — Fluid nZ% 2 body Cavity - 
x- Plewal effusron 
X pericardial effusion 
x Ascitis 


X Skinedema—> manifests as Scalp edema 







EM on es 

3 It appeais G ahalo 
le D a r A 
“BUDDHA SIGN)” 


Budda Sign 
0n USG 









2 more Feahucs seen but nob a poat 
of diagnostic criteria, they ar — 
A. Polyhydraminos 
2: Placenta megaly. 


Fetas has— Skin edema 


BLO ATED 
Scalp Edema Appearnce 
Mother hos — piu — cdma Giese 


Poly hydreminos Appearnce 


ec 39 
MIRROR SYNDROME 
Hy drops Petalis 


Due to Rh Negahve 


Due to Other cause 
Pregnancy 


/ 


Immune Hudrops Fetali's DECUIT ea CNIHF) 


Causes 
1 Parvovirus 'afechon 
2 Congenital Heart blocts 
Telegram - QLategtpgngtes Thal O.S Sem ta 
4- GL disordus — Volvulus 


$: Renal disorders Polycyshc kidney disose 
& > Chromosomal anomalies 


+ Cystic hygroma o 
8: Twin to twin transfusion | 


Syndrom. 


© RH ISOIMMUNIZATION: MANAGEMENT 
Management of Rh Negative pieqnont u*- 


CATEGORY 1 ~- Rh -ve Pregnant female Gt ANIC 


1E test= Husband's Rh status 
if Rh4ve 





In Mother- 
; 28 wks 





It ês dore at 12, Zo 





if it (s -vC -ve 










TP indired (bombs 
Test CECT) is 


Mother's 
Immunc systtm 





Fetal RBc destyoyed 


ES cof tt by Rnh-D Not Stimulated: | 
wor we DO uane naonta POINT. 


lac at 28 Wks of 
Fetus CPC jid e 


This is known as) 
300 mcq of Anti- b — Hemolyse ISml of Fetal blood panel 
Prophylaxis 
If us Posihve at Any time during Pregnancy 


Maternal Immun System alitady shimulated 
No ix of Giving RBnh-b 


. This Pregnancy Now Called ac 
CATEqoRY-L:-———> Rh Lsoimmuntsed Pregnancy: 


Important — One liners 


1 Rh antigen develops (W*Pegess"5- 40 days after Ferklizakon 
(2 +s wks of Pregnancy) 


2- Maximum Chances OF Fetomaternal Haemnraqge — Bevond 22 wks 


~~ 


3. Minimum Fetal bloocl— Which should enter Matenal blood to © 
Shmulae maternal immune system — 0° 1ml. 


4-Anti D prophylaxis is effective For-—> 12 wks 


{CNA Til 
[ ~Ii) | 
A UU LJ 


5.bose of hRnti-D AS part oF Antepartum prophylaxis —> 





This is Sufficicet to neutolise 15ml of Fetal blood 
(100 mcg Neubalise 4- ml of Fetal blood) 





Dose of AnH-b should be calculated 
depending on amount OF Fetal blood 
entered Maternal circulation. 


15 ml Petal blood — 300 mcg C1svo fv) 
Aml fe al blood — Lov mcg (Svo tu) 





XAnNtH-D Should be given 1M — Deltord @) Anterolateral aspect of Thigh: 
XANH-D Is poly clonal Antibody 


CATE GORN2 ~- 
I Rh Neqatve Pregnant Female 
Rh Isoimmuni3ed 
Female- ICT becomes Posihve at Any Kme- 
No Role of Anh-) Immune system is already Shmulated 
(Prophyllachc ante partum) Gnd Pr ucing anh bodies 


Determine Hou Many Anhbodics produced 
(Antibody the) 


"4 
bi] b] bt] b] le] [2 


tve t+ve +ve +ye +ve + ve 


Normal Problem 
CRITICAL TITRE ( 1746) 
If Anhibodu Titre below crihcal Tihe: TR If Antibody ttre 7 crihcal Tite 
T elegram - atestpgnotes po 
Ny 
Follow up by Antibody tihe Significant antibodícs ® © 
Every 4 weekly Upto 24 wks 4 


Fvexu 2 weekly after that (rosses placenta nnd cauce 


" Jy : Fetal Hemoly Sts: 
Deliver at 34-38 Wks | 196) 
OF pregnancy 
Now determine How much 
Fetal hemolysis has occured 


To Know this 
In Past Presently 
ll 4 
Amniocentesis Doppler of Midèle 


cerebral artery (MCA) 
parame ki —> peak 
Systolic Velocity 
(Psu) y 


Amntocentesis: 
Basics - Fetal Hemoly sis 
| 
^ Bilirubin— > excicted in Amniohe fluid. 


4 
Colleck Amniotic Fluid in Dark coloured bottle. 


ly 
Send this to Lab for 


Norm al Specto photme hic final ysis 


Delta DD Measure optical density (0D) 
at 4sonm of Amniohe Fluid- blo 
350nmM and +F50NMm 







OD 


In this Amniohc Fluid tf Bilirubin 
íis present 





350nm 





4sb0nm Dnm 
absorbs light at 4s0nm 


and bulge in optical 


Bilitubin bulge at—^ 4sbnm density Cod) 
Mecontum bulge at — 440nm J 
Blood bulge at —> 412 nm measur Delta(A) OD and 


Plot in LILEY's Q@APH 


X Zone-1 — Mild 
&-Zone-2 => Moderate 
Telegram - @Latestpgnotes 


X Zone-3 and uppa part 
oF zone-2 = severe. 


=> lilev'c Geapyp— plakied Leunne 24int< 





mm. Yeo’ NE they PRO l TQ C 
ot | (mild) NS L Disadvantage 5* Dverlapping of zone 2 upper part 
oe zone 3 © 


Jj * plotted beyond 27oks 


XMild — Amniocentesis Every 4- ueekly and deliva at 34-38 wes OF Pregnancy - 


¥Moderate— Amniocentesis every 2 weekly 
C Lour patt of zone 25 


k Severe —> Severe clisease 
Cupper part of Zone 2+ Zone 3) 





Pregnancy <34wks Z 34uks 
Tnukro Blood Transfusion Delivery 


Other graphs: 


1- Robertson groph— 42 Zones: 
2- Queenan qroph:- — These aie Outclaled. 
advantage: ít can be 
plotted from 14wks 
ONwards 


Presently — IF Antibody Tite 





Middle cerebral arkery + USG 
Doppler ( Hy drops fetalís 


Middle cerebral artery (mca) Dopples - 
Peak Systplic velocity (Psy) 


Normal Z^ iS5mom 
€ |: S mom 
severe fetal Anemio 
Repeat after Every 


2weeks 
< 34wks 7 34WkES 
Deliver at 3+-38uks- 
Hematocrit of Fetus Deliver 
Telegram - Gategipdepisen tesis) Jmmed i atel y- 


If Hematocrit < 304. 
JL 


In utero Transfusion. 


L- Conditions > Terminating Preqgnoncy at 317 38057 
«X Peak Systolic velocity in McA «rsmom 
x If critical titre of Antibody «1:16 


24: Conditions —á Tesmrnating Pregnoncy at S4 os - 
* Hycrops Fetolis on usq 
X Amniocentesis — pelta OD blo uppaaone Z Gnd zone 5 
* Peak Systollic velocity. fh MCA 7, LS mom: 


CATE GORY-3 — Rh Negative Pregnancy = 
L 


Rh ~ve Patient —, Hlo in previous pregnancy 
hod Hurdrops Fetalis 
4 


In this pregnancy, 
No Need to monitor Antibody hire 
Directty monitor PCAk systolic Velocity ín MCA: 


Delivery in Rh Neqahve Pregnancy :~ 


Always Vaginal delivery (unless there is obshehcal indication for Cesaron) 


Afttr delivery; 
1: In: METHYL ERQOMETRINE Fs Contatndicated - 
Because, after delivery, once placenta fs out, that site of 
Uktrus— is have raw Sutface if Methyl €rqomehine (s qrven, 
iE causes tetanic Contachons and fetal blood will enter 
into maternal ciralohon through that raw surface 


2: Do Carly cord. Clamping 
2: Do tests on fetus — tests are, 
* Rh Status of fetus 
* Bilirubin 
e Hematoutt 
* Direct Coomb test: 
If fetus is Rh +ve | Direct coomb test is Neqatve 


Give Anti-D to Mother within 72 hrs of delivery - 
This is Known Q^ POst Paitum prophylaxsis 
(To protect Subseguent pregnonuj2 


* ant -D Can be given uphl —> 28days- 
* Dose = usually qiven is M mcg C 1S00 Lu) 


Teesweu RABE TS i) oF Fetal blood. 


After Delivery, Iris Tmpoton! to know, HOw Much Fetal blood 


Cnttred nto Matinal Ctreulahon 
RCOG 
With tn Zhrs OF delivery 
TA TE TEST 
Posthve Negative 


Fctal blood 77 ism ee « 15ml 
bose = 300 meg. 


if Roessete test is posihve 
y 


do, — KLEIHAEUR BETKE TEST 
Quonhtatve test: 
* It is Based on Principle > HbF :- Resistant to acid and akali 
CHbF IS Present (n Fetal RBC) 
HA: Sensitive to acid. and alkalr 

CH6A fs present in maleaol Pac) 

* Reagent > cibic acid Phos phale Bufles - 

* proceduit—+ 


ud hic. " 
to 04. buky 
4 3 





Maternal blood - 





«ec — Cmatunal nec) 
re RBC. elute 
* * This test is also Known 
I? Petal blood@ rn Sample as ACID ELUTION TEST 
‘HEF does not hemolyse 
Fetal Rec ®© pn MicroscoPg - 


Study 2S tgh powcr Field (HPF) 


* Fetal Blood(mi)= Fetalrac| HPF x 2400 - 
Maternal RIC] HPF 
* Calculate "es of Anh-D 


soory Metal se V 4ml of feral blood 
For Every ml beyond 4 ml —> add 12s 1v anh-D 









Another kest Singers AoCOREP ERRAR ion Test] Art test 

% Tne test which diferenciales. blw Fetalblood Gad Makrnal blood— 
Stingers denaturation test 7 kleihaeur Betke 

differenciate blw pmatragl enc 9 Fetal ere —9 kleihaeur Petko lech: : 









Oey Pacqnancy- 


Ante potum prophultaxés Post partum prophylaxis 

ll l Given én 
Given at 26 Wks Given within 2hrs of * Ectopic pregnancy 

(rcr Neqgahve) delivery wa Rh-ve female e Molar preqnoncg 

With Ph tve baby o Chavonic villous 
Dose: 300 mcg] 1S001U 1 Sampling 
Dose 300 meq] 1S00 LU * Aminocentests 
« APH 
In Abortion * Abdominal trauma 
* hoorhon. 


< 12 wks (1 thimester) 7 12wks (24 nima) * Attemphing versions 


All aborhion Give Anh -D o 


Except Threatened . M ge 
and Complete abor t'on including Thicatened 
P complete OA, 


ANTI-D ts qiven 
Dose: < i2uls- SU Mcg 
% 12 Wks :- Acoq — 300mcq VS 


RcoG— 100 mcg. 


O- which one of the Following does not 
require treatment with Anti-D during 
the first timester of pregnancy: 


ay Ectopic pregnancy 


Questions - 


9. 








Cy cesaron 


hy APH dz post dated pregnonu, 
by Evacuahon of parkal H:mole 
Cy Evacuahon of Retained Products 
concept'on 






8. A Rh Negahve, ICT Negahve mother , 
received Gmt-D Inj. at 2£ wks of Gestation 
After Child birth at 3+wks ,Whal Should 

be done? 


Oy Anh-D should be given within F2hyvs 
irrespechve oF child's blood qsoup: 

by AnH-D Should be qt ven i£ direct 

Coomb test is positive 

Cy Bnti-D Should be given, iF tne Child 


is Rh Neqahve 
LAT bnk-0 Should be given (f me chila |G How is fetal stood dierennated from 
is Rh posihv e. Maternal blood 


Gy Kleihauei test 


O- which type OF antigen 1S not affected BF Ape test 
C7 Bubble test 
ay Anh c Telegram - app dete 


by Anh È dy Anh D 






G. Dose of anti-D fur antenatal prophylaxis 
c 


ay Single dose of 1000 £u at 28 wrs 
S 


Cy Single dose of 500 IU at 2£W*s 
dy Single dose of 1spo ru ot 32wks 














Cy Ben3zidine test 
by Specho photomehy ay montc of the above 

















ay [So TU Cy SOOTU 
by 450 Tu 
4ml of Fetal blood > SdOIU 


Every mi beyond that > 125 IU 





ay Eshmate the amarobe Flutd bilirubin levels 
by Estimate the fetal Hb? levels by 


O ARA Negative third para has on anh body | — Gmnio centesis- 
—— dy perform Inhauterine trensPusion 
Gppropriate Next step ín the Management 


ay Estimate the Qmnioh'e Fluid bilirubin 
levels 
by Perform a cesarean. after giving 
of Dexamethasone 


4t 


dy EsHmale the MCA peak systolic 
Velocity - 


© @ŒRETERMNALAROR FERON 


Pre TERM LABOR: 
Preterm Labor = < 34 weeks 


SUREACTANTY X they Qre Qreas Matcri‘al (Sap fying angent) Synthesized 
by 
X they helps in smooth deflahon of lungs 
* If they are not Present ) it leads to 


legram - @Latestpgnotes 


Respiratory Distress Syndrome (Rds) 


3-It has 2 Components 


1: phosphatidyl choline (807) 
(present "n Maternal Sesum; Fetal serum, amniotic Pluid> (182) 


2 Phosphaholy! qlycesol ( 15-15 
Cpresen € only en Amni ohc fluid) 


X Production: 


* Beqina by Z0weeks 
v Appears (m amniotic Fluid — 28wts dF pregnenty 


Lungs Maturity Tests: 
t (ac) > Lecithin | 5pningomuclin Ratio ín amniphc Fluids 


Yi <2 
4 4 
Lunqs:- matuitd Lungs:- Not maturt d: 
2: Best tet— Presence pf phosphaticlul glycerol in amniotic flui d- 
Present Absent 
4 4 
Lungs Matured Lungs hot matured. 


Best test for assessing Petal lung maturi by ín diabele 
mother, i's —>~ Phosphahidyl glycerol 


S Bed side test: Shake test @) Bubble test- 


<c 





If bubbles Presnt — Lungs matu: cd- 


Blue Sulphate best + 
Amniotic p on CentriFuging 


^- Nile Blue 
Fetal Skin cells 
V 
Add. Reagent — Nile blue sulphate dye 
Fetal Skin cell i 


Look Undley Microscope 


4 . - 
tf fetal skin cells have fat ] they o. ppeo1 s Wade (n Colous 


Slide 75b = Lungs matured. 


S: TDX Filmtest> (Fluorescence polariaahon test) 
| X COM test P 
Quanhtahve test which assess Rako of Swfact: albumin in Uncentai fuged 
amnt oh Praia Telegram - @Latestpgnotes 
If Sufactont: albumin Z SS ma | qm 


Lungs are said to be mature. 


6: Lamellar Body test - 


Drugs fox Hastentag Lung Maturity 


CORTICOSTEROIDS 





( Because: #& it is Cheaper 
X Betamethasdne have 2 achve 
Components But Betamethasone 
in Tnd has only 1 achve Component, 
bther achve component is missing: 
.'. boc «n world is Betamethasone and 


DOC (n indio rs Dexame thasone `) 
Dose - 2 Injechonc, 12mg each 24 hrs 


4 Injechons , Emg each, 1Lhs 
àPart apar t: 

Route - Im Im 

Contrarndcahons’- L Chorica.mot otis 

tffect Ws Otter 24hrs of lost Injecton. 

Max: Benefit- 2-4 days 

Repeat doses - Repetahve doses of corhcoAterorcis Ge aot given because 

(t can feada to Cexbral palsy ‘a fetus: 
X Lungs Of fetus start maturing by S4wks and Complekly mature 
by gthks | 


50, 


I 
TÈ Pretesmlabour < 34 Wks Pre term labour Z 34 wks 


d 


lt 
Corhcostesiods should be given Corhcostesolds ar nob given 


4 
AcoG + may mended (201 +) 


Should give covticosteroid- 
Pre TERM LaeoR. if process OF La Ji Otqins Ok < 34wks 

* Mic(causc. Edryopatnic 
* (the; causes — 


e Infechons C Assympto mahc bactoía) vtr, Bactsral vaginosis) 
e over dictenston OF ataus 


X MC Risk factos —> Previous mo pretim Labor 


X How to Prevent Pretes labous (^ pahients E previous Ho picterm labor 7? 


« Quit Smoking 
e Advise. D 
Q 


* Cervical Cex cloge- 






Diagnosis 0f. Preterm Labor? 
COnhachons 7 4conhacthons in 20mins 


%2 conwachons ia Comins: 
+ Any of Foltos noy 
4 


1. ds of Cervix = 7% 3cms 
2: Lenqth of cesvix = £ 2ems 
VO 


3 Length of cvix. blu 2-< 


Gy what is the lengtn OF cervix to getecE pieteem talos = < 2ems 
iS Ehe length of ceywx bo Predict Pie tes m. Labos = 2:5 cms 










Q- What 


Fetal Fibronechin Protein: 
¥ Tt is Gn exhacellulas Mabry protein which is Present i'a 


Interface bjw the p 4 dec'duo 


Utrine Contvachons 
IF due to any Rean < Infechons 
J Abrupho 


This Interface (s broken 
Freronectio protein appears ía Cervi'cal 
Vaginal discharge 


7 Song [mi — This test is Said to be positive 


K Fetalfibyonectin prote’n Can be present fo CevvicOvaqinal discharge in the 


Potlowing  Condihuns? 
£ Preterm Labour 
2: PROM 


Shope changes én Cevi E HEREOF Labo = 
Normally ín preqnoncy—> Shape of Cervix is T_Shope 
Y 


^Y Shope 





Correlation between the cervical length RIP 
and changes of the internal cervical os 


dc d de 
CUM 


Problems (n Preterm Labor - 


Lungs not mature rain of baby is not developed 
l 


For Neuroprotection, 
Need aHeast 24hrs to acl Doc => Mqso, © 
foi aticast some hme Cok «€ 28Wks) 
ideas is Should Atop- 
Give short term Tocolyhes (2) 
Management OP pctum labor: 
Z dtwks bill 36uks + 6olays: € 34 Wks 
4 


l- Send Rectal /veqinal Swabs for 


1 COrkcostriode 
Group B Sheptococui - 


2: Short term tocol Jhcs 
2: bo not qive covhcostevora 


(eut ACoQ- tecommencls to 


2 tf pretam labors <28 wi 
cothcosterst'od +) mq $04. 
3: watt and watch- 
dci 'a term 1 Cephalic 
Earlier, iF preterm Labor= < $us = Cesarean Section. 
Breech 


Now, if pekim taboy= €340ks <7 Cephalic—> vaginal 
Rreech — Cesareen Sechon: 
No Role in pretem labor, tney are, 

1. Ankbigtice > Unless Membrone tuphue 
=> Documented infechion- 


2: jroqeskteones - (wok A tocolgh'c) 













‘Tocotytics: > Gre the druqs which decrease uterine Conbwachons 
> They are used va RE Re a C QE Pox Shot ime Purpose. 


X Best Tocolyhe amm 





Dose 2omq Oral Stat 
| after A-Gwks (every 4-6 hourly) (ge) 


toma oral Hil contwathon, Subsides 


X Best Tocolyhe tn 
ets ATOSIBAN Loma Shvly Por 1week. 

Coxytou'n antaqonist) 
* Tocoly he With maximum Fetal side effects — INDOMETHACIN! 









* Tocolytic with Maximum makrnal Side Cffects — 
Mi Other Side 
“CF feds 





Drugs 








* SALBUTAMOL H i 
* RITRODRINE X Hypokalemia 
e TSOXSUPRINË * pulmonary 

Edema. 


e TERBUTALINE 


X Tocolyhic which is Contsalndiicated in DWabeks—> B-agonrsts- 
d "n in Jv 













Gcts a tocolqtvc 
Which can act as 
purpose they are,” A 


kocoluhc but not used for Mis 
Iraha] lial sti eas Dio eau 


G n V 
UIA S0XIO 





* Druqs 





PROM: (Pre mature rupture of membroncs) 
Normally mimbsones ruptures — at end of 1* stage of Labor, When 


Cexvtx Fully dilated. 
X Prom: if membrones Quphinng before onset of Labov: 


X Preterm PRom -(PPRomD— iF mumbranes rupture before 3awts of preqnancy: 


Xx ARM: Carhual rupe of membsone = Amwmotonr) 


© Inshumint Kochcker's Forceps 
e Indicahons!- Augnunt Labor Caccelevate the process of Labor) 


Æ Fetal dishess during Laboy: 
* conkaiaodicahioas- 1- maternal Mv Ae 4- poly hydreminos- 


2: makraal genital Yespes 
: f 





X PRom| PPROm- 
d 
|l: Ply Examinahon Gre Conbatndiated 


Other ConditvonA where PV Contrarnadrcated are, 


T. APH 
2- Peom| PPeom 


5' virgin female. 
2: Can do: Sterile per Specul UN EX ám RO 


3- Tests done fox diagnosing PROM: 





a rey E 
NITRAZINE test FERN test: 
4 


4 
Principle: Amniote fluid Alkaline 1: Cevwical discharge of pregneny 
PH (+2 to 3-4) i 
VaQinal discharge Acidic pH Ia TM 
Bada appeannce 
Introduce NitRAZINE paper 24: amniohc Fluid allowed 
to dry 
Turns Blue (n Remains 4 
Colodi Yellow Fern Uute " 
appeartnce. 
V pr. alkaline=(amnionic fluid) 4 = i 
JL bii sod 
PROM Vaginal discharge. 


Others Tests- 
l1: Fibronecthn protein test — if (t (s preatnk i'n Ceyvicd vaginal discharge 


be fore 31 cx adi Laboy 
à Best Inveshgation —5 usg PROM. 


ON USGr Amniohc Huid D 


X Risks 0f PPROM 
ee pr i 





1: Lungs of fetus 2 Bran is not properly >’ * chonces of 
not Matured developed intech’on 
| 
DOC- Coshcosterord DOC- Mqso, Arh binhcs 
+ dhe aj 
C< 2gwks) Should be given 


Short termtocolyhcs 


X Management of PPROm 
VAI TA’ 


ee 
7) 34wks tO 36wks + Gays (X 34wks 


1 C M Sterovds Ahould be | 
qiven t Cohcoskroids 
(ACOG= Corticosteroids Ahould T 
be given) 2: Shoatterm 
tocolyh'c s 
[i a 4 + 
. A 
2 Ant biohcs 3 mqso4. 
3 Induchon of Labour p diii FS 
Telegram - @Latestpgnotes 4- Antibi oh'cs 


ne Atosblan Cy Nifradiípint 


we pp” ok oe , 
by Tsoxsuprine d y MgqsO4 








Gh O-S cm 
by fs cm dy 35cm. 


O Anhctpated pietim delivery. Dose Of Dexamethosone given Yo motha fs, 


per ay 12mg 12 hourly 2-doses Cy du d 2 doses 
s 


by 12mq 24 hourly 4 doses 


Preqnancy: PIA» No contractions , Cephalic presentahon, 


Oy start Broad spechum Anh'brot'cs 
by Start Corhico steroids 


soy perform Sterile perspeculum Exeminabvon 


dy Perform Sterile vaginal exemrnation. 











Q- 








0 Cy JUD 
by TuGe dv Cevical tnPechon: 
Q. Mi of the Following indicates Fetal lung maturity Except 


ee Gy lecithin | sphingomyelin raho 52 Cy ^^ phosphahdul glycerol 
by Positive Shake test 


© POST TERM PREGNANCY 


Post m picanancu: — A which d ts 
ttim pregnancy ng ps ich qoes beyon AZW 
Naegle's Formula's 


1* pay oF LMP 4 4 months + Fdays 
A 


EDD 


1f 1°* Day of LMP = I sep 2018 
EDD= 8” June 2019 
X- Only Ay of females deliver ON exact EDD 


50. of females deliver 1 week before ox 1week after EdD 
Theorhcally—, preqnancy Can be carried maximum uptill 42 wks: 


Beyoad ib, is called post ttim pieqnenu C» 42Wks) 
742Wks — Induce labor: 


Post term Preqnonty: 
Com plications 


p^ Fetal 
IE ste P. Fetal Adienal ACTH: 
= E Qlands 
l 
1* Oligohudvomtno Review ker DHEA-S 
9? (2 ? Menshual 4 
Can leads to meconium Ht Story USed b 
Aspiahion syndrome Placenta 
Synthesis Estrogen 
2° Macrosomia 
Cexassivc fat posia on Sfqnals to uterus 
Shouldes and hunk reqion) to staat contsacting 
Shoulda dystoua A cesarean — Inwaconial “+ For Labos to tnibate — 
section iiaii led Intact Fetal adicnal 
Qlend IS Required 
S- Placental Aqern 





pl acntal [n uffic "eu 


*Manaqement of Post dated Preqnonuy — Incdue Labor: 
B. 





cy Nife di pine 
by Isoxsuprine dy mqso, 
Gon Tvs which of the Following Shape of cervix Mdicates preterm Labs 
Oy T Lau 
by Y dy O Ts YOPV]VU 
Os: 
OF preterm delivery “S 
ay QS cm AI scm 
by LS CEM dy 35cm 


Telegram - @Latestpgnotes 
m Oy tlmg I2houly 2 doses cy oad cca 2 doses 
by 12mq 24 hourly 4doses : t 





J 


J w oO Qoo o X 
Dose of Dexamethasone —y emg 12 a: Adoses 
Dose of Beta metn sone sy 12™4 12 noua g 2dosces (190) 










Cvaluahion would be. 
Qy Tnduchon of Labor cy Cesareon sechon 
by" Review OF Previous menshual Hlo dy USG 
b- Su. coco jnset ( ‘GQ 






FHS Normal: 


ay start Broad spectrum anh'brobics 
by Start Corhico skod 


LF perform Sterile perspeuslum éxominaton 


ay perform Sterile vaginal fxeminahon- 


CY Inwacronial Homorrage 
by mecontum aspiration syndrome dy placental insufhiuenu Lading to 
Fetal hypoxia 


2 SE \ f V 2 
cy Breech 
by TB dy Nomai rn a ppeartace 





© MATERNAL PELVIS: NORMAL $ CONTRACTED 


Pelvis: 


The Pelvis (s Composed of four bones y— Sacrum, Coccyx 
two Mnominate Bones 


The fnnomínale bones is formed by fusion of 3 bones— eum, (schium, 
Gnd pubis- 
The Pelvis is divided anatomically snto false pelvis and True pelvis by 
pelvic brim- 


Boundaries of Pelvic brim - — 
From om to Posterior, 
Pubic Symphysis — puble'ttcéists-pubic tubercle — upper border of 


ascending ramii OF Pubic bonc — Jlro p echineal Eminence — IliOpectineal 
líneas — Sacroilvac ‘Joint — Ala of Sacral bonc —> Sacral promontory 





Pubic crest 
Boundaries of pelvic brim 





False Pelvis: 
a False pelvis lies @bove the pelvic brim and has no Obstehics 
Significance. The Only funchon is to support Pregnant utwus 
Truc Pelvis: 


True Pelvis lies below the pelvic brim and plays an important 
role th Child birth Gnd delivery 


The True pelvis Can be divided into, 
ay Pelvic Inlet: which hes at the level OF pelvic brim 


by Pelvic cavity @ Mid pelvis Which lies at the level of Ischial 
Spines 
Cy Pelvic outlet: which lies at the level OF Ischial tuberosity 


Major Diameter Of Pelvis: 


AP diameter True Conjugate + 12 cm 115—135 um 


distance blu upper (it's cm) l 
border OF pubic Symphysrs} Line Joining Lower at time 0f 
and Sactal Promontory: border of pubic Labor 
= ilem Symphysis 1o the 
Junchon of S4- 
Obstetric Conjugate - SS Vertebrea - 
distance blw Middle 
of pubic symphysis and 
Sacral promontory 
= [0 — 10-5 cm 


Dragonal conjugate: 

distance  bltgeatearc@tatestpanotes 
border of Pubic Symphus3s 
and sacral promontory 


= I2cm 





Oblique Left oblique cramcter 

diame ky is Prom left sacroiliac 
Joint to Right iio 
pech'na| eminence 


= 12cm 
(similos tor @ obli 


Bispinous diameter | Bituberous 
diameter 
Inter ischial = licm 
diameter 
= locm 


Tranverse diame key 





Impoitant points Related to diameters oF Pelvis: 


X Smallest AP diameter of pelis — Obstehic Conjugate- 
«Largest AP diameter of Inlet — Diagonal Conjugate. 


x0uk of 3 AP diamctrs of pelvic intet, only Diagonal Conjugate can 
be measured clinically. 










ct Onjugate— 10cm (ie iF obstehic Conjugate is less 
locm, vaginal delivery is not possible) 









than 
* IF Diagonal Conjugate is ccm in a Female, then Obstetric conjugate 
will be 





Postertor Sagittal diameter of outlet -- 


Z AP d(amclcy 
a Transverse diamekr 
— Ischial tuberosity 


Tip OF coccyx GHA qe" plüce at Which Transeverse diameter 
Ond AP diameter bisect Cach Other — posterior Sagitral 
diameter 0f. outlet 


X For Notmal delivery — Posterior Sagittal diameter oF ouHet Should 
be 7 tcm (193) 


x Posterior Sagittal diameter 0f Mid pelvis — 4-5cm 
X Posterior Sagittal diameter of _ Inlet —> 4cm 


Angles with Respect to Pelvis- 


Angle of Inclination — Angle blw plane of pelvic inlet. with horizontal 
Plane 55° 


It may be High (0) Low based on no: oF Sacral bones 


High Angle of Inclinahon Low angle of Inclinahon 


e ^ in no: oF sacral bones (ss to $6). e | in no- of Sacral bones 
Fetus will fake longer hime to CLumbarigation oF Sacral bone) 

get Engaged: therc fore time of there Fore Faster Engagement and 
delivery also Increases easier delivay: 


Subpubic ân gle: 


in Females —— bbtuse 
(n Males ——— Acute. 


Significance OF  Ischíal spine - 


L Station of fetal Head— Posihon of Head during Labour 


pelvic brim 
| 


Posthve 


outict 





2: Internal rotation OF fetal head occurs at this level 
3 Deep Transverse Qwest occurs at this level 


4- it is He site for giving 





Which ligament is pierced , when giving 
Pudendal neyve block ? 





5: Levator ani muscle is Attached here. 


& At this place, Ring Pessasy is placed Fox Ptolapse- 


Time Pelvic Assessment: 


Primigravida — 3t wks 
Mult gro vida —— At the onset of Labor 


5 most important diameter of Pelvis during Labor is 





by oblique diameter of intet 
Ch AP dramefes 0f outlet 
dy Intertubevous diameter- 


CONTRACTED PELVIS 
Any 0f the Major diameter of pelvis decrease by Z7 1cm 
Pelvis Contracted at 


Inlet 


Inlet Mid Pelvis Outlet 

Obstetrical Inter schial Inter tuberous 
Conjugate < 1ocms diameter <8cm diameter <8&cm 

Clinically, Clinically, Clinically, 
Diagonal Conjugale Both ischial spines 


If 4 knuckles 
Subshale 1:5 to 2 cms 


(an be touched with cannot be (nsexle.d 
Fingers of same 


blu) ischial tubevosihes 
hand 


VariehHes of Contracted Pelvis '- 
UMEN: MM °° °°» 


Noegles Pelvis Robert Pelvis 
Only 1 ola of sacral bone Both ala of sacral bone are 
iS present absent 


Management — Cesatean Sechin 









X If height of pahent is Small TS TANE are chances, that She is going 
to have contracted pelvis. 


X 1n Indian Scenario — If the heiaht of pahent ic | 140m. 
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J T0 iu B 7 
Suspect Conhacted pelvis © 
CEPHALO PELVIC DISPROPORTION:-(CPD) 


nis means either the fetus is too large or pelws is too small for this 
elivery 


XCPD can occurs Gt level of Inlet |Cavihy | ouHet 


XMaünogement —1 IF mild CPD Occurs at level OF inlet, it is Managed b 
Trial OF Labor ] 


cFor 





ES managed by cesaran Sechon. 


+, His managed 





[rra] 0f Labor rial of scar 
Trial of Labor—» Means Obstchician, | Trial 0f Scar — means that Pahent is 
is Qware that patat hos Mild Picevious cesarean section, in whom 
CPD occurs at the level of Inlet Cesarean was done due tO non Recurring 
and then Vaginal delivery is being cause like fetal distress then in next 
tried. Preganancy in such a Pahent vaginal 
delivery is being tied: 





Trial of Scar = Vaginal birth aftr 
Cesartan (VBRC) 


Clinical conditions: 


6 1: A G2P1 female with previous vaginal delivery, has mild CPD 
at the level Ju ad What is the management? 


Trial of Labor 


0.2: A G2P1 Female with previous Cesarean section duc to fetal 
dishess , has formal pelvis ond no fetal distress: Management is) 


VeAc]| Trial of scar. 


G.3. A G2 P1 female with previous Cesarean Sechon due to fetal dishess , 
has mild CPD at level of Inlet and No fetal dishess Management is? 


Cesarcan Teer Riatestpgnotes 


Troal of Labour is Conbofndicated in previous Cesakan patents: 


Normal varieties of Pelvis: 


0n the basis of shape OF Inlet, the pelvis can be of 4types, 
CALDWELL AND MOHOY CLASSIFICATION: 
de Gynecoid (504)— Female type pelvis 
2- Anthropoid C251) 


3: Android 2015 —> Mole type pelvis 


4- Platypettotd (54) — Flat boul like Pelvis 





wo qe [wm] oS 
API Transverse | Tb > AP TD >AP 
diameter 
Shape of pelvis | Tranverse Heart Ankri poskytvt 
oval Shaped Oval 


OU i 
A 


‘SS 
Straig ht Conve rge nt 
(broad) 
Tschial Spine yy Prominent g, 


G: Pelvis least Suited for vaginal delivery — Android pelvis 

























Sha(qnt 
Cnarrow) 


G Pelvis Most Sutted for vaginal delivery—> Gynecoid pelvis 
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Frontal Suture 









Coronal suture 


1 = Anterior fon tana | 
BREGmA 
2= poster(os fontenctief 
LAMBA 


F= Frontal bone 
P= parretal bone 
d: Temporal bone 


5&q4ital Suture 
02 OCCipital bons 


Lambdord suture 


X It is diamond in Shape 
X BoUndarnts—» uppa side — Frontal suture 
0n either Side —> Coronal suture ( Right ond Left» 


Lowey side —9 Soqa!tal suhur 
Ceostsrorly) 99 


& Dimenston—> 3x45 Cms 
X Tt closes Qt 18-24 months Gftey birth (1h years) 


X it i$. &íanqulict in Shape 
Æ Boundaries — Antkriorly Saqgital suture. 

on eitha side Lambdoid Suture (eight ond Left) 
X Dimension — : 


x Ik closes ak  6uteks after biith. 





Diameters of Fetal Skull + 





AP Diameter (ie) 


* Longest he diameter — Mento comes diametey = Mems 
Tt Seen (n. Brow presentahon. 


alway s Cesatecn Section. 


* Second longest AP diametty —> Submeto vertical diameter = occipito frontal dicmetey 


*Submento vertical diameter seen (n. Pace prexniahon 
(mento posterior 
* Occipito fronta| diameter seen in Occiprto posterior position. 


Transverse Diameter: 
au ALLA Oe 
- arranged h Asencending Ordty Liom Small to large) 


Mess — Br@Mastoiol diametey > FSems 
Trina — Br Demporal diameter — Sems 


SO ———5 (S)uper Subpan'ctal diomeky —»5/— 8S Cms 
Pretty — Bi(B)arietal diameter — Sems 


Q- The Smallest diametey 0f the fetal Skull is 
05 Bitemporal C ipfo. braqmahc 
By (Xcipito Frontal 
Transverse dometi < AP domki :' 


O The largest diameter Of the Fetal skull Is 


a7 Brtcmporal Cj Subocapito braqmatic 
peraipite frostat dy Sivastorà 


AP diameter 7 Transverse dtamett 





Parts of Fetal Skull = 
























[Head of the bab 
is Fully PLexed 


Part of fetal Skull 
blu Anterior FOntanclle 
Gnd posterior Fontonclle 








O cepto 
Breqmahc 
= 4Scms 

















part of Petal skull PEL 
blw Anteator Fontanelle 

ON one Side and Root of 
nose + Supra orbital Ridge 


queas" or bo.bg is 
dtflexe d 


Mento vexhcal 
duometes = l4ems 
Cesarecn 1's 

] DPA DR. 





Part of fetal Skull Wes 


Head of the bab 


Submento Vatical 
Fully Extend 


Cicmeley i'n Mento 
Anterior: 


blu) root OP Nose 
and Supra Ot bital ridge 
Gn OMe Side And Chin 
(mentum) on other Srde Sub mento breqmatic 
Aiomeky (an mento 
anterior 





xRBtitude - — Relationship blu differents ports fetal body: 
(Normal attude i5 Flexion) 


* Most common Presenting parr ta case of Pri Cepholq is Face: 


MoULbiN 6 
— Alteration 
L.obor- 
Grades of Moulding - 
(432 Skull bones Of fetus — touch cach pt 
(t-> skull bones Overlap Cach Othiy but cen be Separated. 
G4+H— skull bones Overlap Cach Other And Cannot be Separated. 


un Shape of fetal skull which occuts during 


FETAL SWELLING: 


bM Le d 





Scalp 





Periosteum 
Fetal skull 





Caput Succedenum Ce phal hematoma. 


w Diffuse Swelling Gbove periosteum X Lecali'se 


Swelling below potosteum: 


X occurs duc to Head of fetus At ays 
Mote in one position fox very long 
kme during delivery. 


* Occurs due to Trauma — Espedally 
Instrumental deli very: 


x Diffuse €dematous swelling 
Pithing Presenp— 00 giwing Pressure 


X Cross Suture line | Not limited Suture 
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x Localised Collection of blood 
Pitting OQbsent- 


* Does not cross suturcline | limited by 


X- Not associated will fracture of 
underlying bone: 





*-May be Assouated with Frachue of 
underlying bone: 


.'* Not associated with Jaundice X Assou'ated with Jaundice - 


© Present Gt the Hime of birth and X Does not Present at birth, Appear wida f- 
disappears few hours Geter blah Feu hours Gks birin and. dy'sap pears 
with ia Rew dau etter birth. 


I Cough impulse -Cough im pulse 
GbSenk Present and Impulse 
also present When 


Child is (xy faq: 


2: Tram illumi nahon |2: Transillumination 
wesent: 





© TERMINOLOY RELATED TO LABOR 


IE £- Relationship blu longitudinal axis of tne fetus and longitudinal 
axis of the motner- 


Transverse lie Oblique lie 











Most Common bre e al ways do C€smean do cesaran Sec hin 
Section 
Longitudinal * Whether baby is alive 

or dead 
e ^  sactdence of cord. 
' Prolapse 

E. | Tranev rse * T incide nce Of Hand prolapse 
| `^ Oblique 
: ` Telegram - @Latestpgnotes 


( 


UNSTABLE LE: (2) 


* when lié oF fetus is not fixed by 34wks, It is unstable lie 
* Causes? 






i 





hic (Most Common ) 


2 Placenta previa 
3 polyhycramaro S 
4' Abnormal Shope of the pelvis. 





NOTE: Oligo hy cramnvos doesnot lead to Unstable fie 


testine Malformations doesnot Lead to unstable lie. 
*Manaqement > Cesarean sechon. 


Management Oblique l'e—» Cesaron section 


PRESENTATION part of the fetus which occupics the Tou poit of uterus: 


\ = sa 
ig Cephalic Breech C buttocks arc 
Cephalic! N 


X Most Common | N | Breech Rem 
Becauce of 2 ecOsons 
d dwu fo Gravi by 
Lo Head being Amoalles compor to 
buttock s Ghd needa less SPace, 
So it occupés ` lowr poxtion of uterus: 
X Apat from Cephalic presentahon , 
Most COMMON Mal pre sintahpn 


ee VAN 
(Y^ Ort LQUDT 


Rest all presentations Gre Mal Prtsintation 





X Jn longitudinal ke —> it could be Cephalic oF Breech presentation - 
x* In Tranverse We — it is Shoulde 


yerntabon: 
Ly Mana Ment Cesarean Sectvon- 


Whether baby vs alive ox dead. 


* A dead baby with Shoulda pre«atohon is called. a&— 
Neglected -= Pre sentation: 
Management - Cesoron Sechin. 


PRESENTING PART: 


x port 0f the Presentation Which lies direct 
e In weli flexed head —9 Vertex Cmost commons 
e In Fully Extended head — > Face 
* In parhally extAded het, Brow—> always do (esoieen 
Se chon. 


over tic internal os 


DENOMINATOR: © 
Bony point of refennce on presmahon Uced to describe the positon 
e vertex — occiput 
e Face— Mentum 
* Byow — Frontal Bone. 
© Breech— Sacrum 


POSITION- 










Mother's LEFT 








Left X anterior P. Right 
E | 
zt) cdd ` , anterior |. 


"t ` , 8 






- 





~ ` - 


, - 
"So ` m 
Left “syer Right 










O = lateral — id em lateral 
Fetal Occiput (or Left E. x 

j gei posterior ,/ Direct "posterior 
presenting part) 








others Spine 


Post en oR "a Wesen 
s MENR 
on 7 P delivery. 










St 
RIGHT ROT en TT UEFI 


Vagina | delivery 


= Noimo) 


Ro Loa 2% 


Rath 


tol 
BoA 3 (Dire 0Cciputo anterior) 
Anterior 


¥ Vaginal delivery is Said ‘Normal vaginal delivery” if position of 
the fetus (s From L to“ gram - @Latestpgnotes 


* From position 6 to 8— Itis Called Gk OCcipito poctcribr posthion (Itis the 
mot (common mal onubhiony) 


Eds DEED 4 


Mc Position of fetus—9 LOT 


MC position during Labor —> LOT 
Mc posikon during Lote labor —— Loa 
a Occrptto Anterior postition —— LOA 

C Qccrpito posterior position —— ROP 


CO O Q. Q., 


Mc Poshon in Mc Positon in Mc Posihon Mc. Posihon 
Normal lobor Occiprto postesios V^ Breech In face 


RPG 


K if Face a Presenting pait Bsow Gs Prcanting park =} Ihís means 
400-(- Mead of baby iS not flexed 


Face or  Broo , they arise because of abnemal atitude of ferus 
( Extended ) 


© NORMAL $ ABNORMAL LABOR 


NORMAL LAGOR: 
3 things Ore needed for Normal labour; 





° passenger 
* passage — Normal pelvis 
Push — uterine Contrachons- 


Uterine contrachons~ 
* Thivughout Pregnancy, a pregnancy female / N 
Experiences Conhachons aa are A x 
iregular Called Gs Braxton Hick Conk oc hons 





* Bunting Labor—> The Conbachons are painful Gnd fead Y 
to dilatation of Cevvr'y . 


X Pocemaker of Uterine Conshuchons is Situated Gt 
Cornu ( Bight Pacemaes piedominaks Qvo the Me 
— Telegram - @Latestpgnotes 
x zonae one Spre ack fiom Pacemaker @iea throug out Ukvus 
"m| Sec , depolaving the whole Orgon with in 15 Sec. 








X Contractions are Predominent over the fundus — Fundal Predominance: 
Polarity of uterus:- upper Uterine Segment actively sale’ Relayes 


Gnd Lowe Uterine Segment Passively dilaks- This is 
Called G^ polarity OF Uterus. 


X Isthmus in Non pregnant female is 0-Scms: 

* Isthmus during labor , it enlarges and Forms lowty ubsine 
Segment (5cm) 

* Length 0f lower Uterine Seqment at time of Labous — Jocms 


Retraction of Uterine muscdes- During Labor, when the upper Uterine Segment Contsacs 
Gnd telaxes, The Muscles will not Come back to its oaiginal length. 
The Muscles get Shortened: This is called a% Reaction. 











r ^ 
1 


L'ILO.) - Y AAC Ye. 


Adeguate ukvine Conhactions: 
£3 con ty a chons — in — Frwy 
X Each lasang cS — Duration 
¥COUSING Infauttrine pressure f —9 Intensity 
mium? Hq Gp ontevideounit 


Tachusustole- 75 Cenhach'ons (n Lomins. 
( Due to t pressure during Coakathons — J volume. of blood 
going to fetus — Fetal distress) 
When lüchusustole causes fetal diskess Tt (s Called G& Hyperatymulation 


( Now (t is no longer 
uU. ttd 





Unit. of ukrine Gchvity `- 


1 mm of Hg 
2: Montevideo unit Cmv unit): 


1 montewideo unit = Intensity of uterine conwachon X Number of 
Conwachons ên 10 mins 


Eq if there Ps 4 Conbachons tn 10mins, Each lashng for 
35 Secs WG tnerating Trbautrine pressure of Somme? Bg 
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1 Montevideo unit = SOx 4A = 2Dmvunt 


Prelabor :- 
Before True labor Begins , tere Cs. G Staqe of Pre labor , ; 
Charactertsed by, 


Æ False làbor pain 
x Lightening l 
X Softening of Ceis Called &4 Ripening OF Covix. 


|- Rrpeniag of cervix: 
— Softening of CevvX which occurs in Cevur'x 
Gt Rip ening 
= y Collagen decreases 
iiy Hyaluronic acd Increases 
iüy Desmatan Sulphate rnoeoses. 


X Before induchon of Labor , Cervix Should be Ripeaned gad it 
Us Checked Using Bishop score. 


2: Lighteniag™ 





"Nom dc erie elon Pubic Aymph ysv's 
After 36uks—— Head of fetus qoes down fato pelvis 
L 
Height of uterasi 
J 
Respiratory discomfort V 
4 


kla Lightening | Welcome stan 


3° False labor Patn + 
FAL LII Wer ss 





! Constant | irregular J: Regular $ Rhytnmic Con $ ott) 
2: Located (n lower Abdomen 2: Located ra louwty Abdomen But 


It is Radioted to back ond. thigh. 
3: Does NOL Lead to dilotvon UP CRRI LUE leads to dilaton of Cervry. 


4- Show is absent 4: Show) is presene (C Blood mixed mucus 
OLischorge) 






5° (n Pv examinahion, 


J Bag of water is 
Absent 


6: Do not T (n Intensity i Frequency 
and durahon 







5:0n Pv Examinahion) 
y Bag of wader (s 
i Present 













6- They ® in Intensity , Frequiny, 
duration with passage of time 









+ Pain Subsides 0n Rest, Sedation, 
€ncmo. 


+ Pain does not subside ON Rest, 
Sedation, Eneme, CIC: 








X True Labor pain marks Beginning of 
Tru 


Stages of Labor:- 
Es 


pefiarton Beqrn 5 wrth True | Beatna wit Begin Obsexve 
labor pain and Ful dilah'on of | delivery of baby | pertod after 
Ends with Cevvt% Ghd Ends | and Ends wlth delivery ot 
Full dilaton of | with delivery of delivery of Placenta 
Cevvix (LO cms) by Placenta 


a 
6. physiological 


Normal Latent phase 
Durah‘on passivel 
Nulliparous dle m xn: 


Prolonged — | Latent: Phase 


Nul((parous Zohrs ins 
mul h'qravrdo. dlthis 


Mote than Somins 
4 


C+ Leur Qiqesteondttes Retained 


Eprdural wos Placenta 


Given 





1: FIRST STAGE LABOR: : 
Latcnt Phase Active phase 


* It stats at the point Gt which K Tt starts with Cervical dilatahon of 
Mother perceives true labor pains and 7] Cems with Regular uterine Contractions, 


Ends when Cewik is 5 cm dilated 


* Duration: x: X Normal minimum Cervical dilotaton 
Nulliporous 2 L2.hrs (ovs; 2:69 1 Ih 


muthgrovido. ^6 Shrs Cavq:s-6ems) 
x 


oss rate of dilatahion Should be 


X Mainly 2 /mpoitonts Features are X Mainly 2 impovtents features are, 





X Abnormality of Latent Phase: 


Prolonged Latent Phase» 
Latent phase is Satd to be prolonged IF it is, 
Greatr thanz2Ohrs in Nulliparous 
Greater horm l4hrs i 





Causes: # Excessive Sedahon or €prdural analgesia 
* Poor Cevvtcol n AR Bs e Un dilated) 





Managemat: Therapeuhe Rest: 





* Abnormality of Achre phase- 


frcn ve. phos e 









Dilatah’on of cevvix, Descent of Fetal Head. 
EE 
Nullrpo.rou.s female = Inv Nullipavous = dem|n+ 
Muthparous female = cm|nr Mulh parous = 2em) hy 


(According to WHO? minimum 


Should be icm|m) 


Protracted Achve phase > _ i 
Ef bélatahon Beleak "fs" ess than above’ said values 


@® ín other words If Dilahon/ Decent rs happening Gt Slower rate (iess mon 
Normal rate) 


Management i- 


* First Rule out CPD, if CPD is couse then & Would be 
Cesarean Sechon: 
* Also Rule gut OCCipito posterior Posion, if Qcciprto Posterior 
Posihon is the cawe then Management Would be 
wait and watch. 
X If tnc Cause rs neithcy Of them, tren management would 
be Augmintahon of Labor by am haa Rupher of 
membrone and staring ` oxytou'n infusion. 


















¥ Pregnant ji Not tn Labor ¥ Pregnant eae already in laboy 








Initiating Labor pain in her But progress ni lobor is Slow 









X It (s done b 


Prostaq 
PG E€ z rer f Asai 


landins Accelerahing the process of Labor: 


CERVI PRIME. 


PGE, = MisoPRosT 
G Tt ĉs lonharndicated 


in previous Cesare on 


* It is done by ? Methods 


Artifical Rupture Oxytocin. 
of membrane 
Y 
PGE, is Released 
Ly Auqments Labor 





KOCHER's FORCEPS | —— 
*used for arhficral 
Rupture of Membrane - 
+ Tdeah Picah’on point > it haw Srnale tooth 
On one Side and double booth on Other Side 


Contvarndicahons for RRM- 





X Maternal Htu 

X Intrauterine fetal death 

& Achve Genital Herpes infection 

* In Chronic polyhydsominos — Simple ARM causes Sudden gush of 





Gmnvob'c Plucd 





.. fn Polyhudsaminos 
J uF Causes Sudden decompression df uterus 


Can ie to detachment of placenta 
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Conbolled ARM s done 







A bruptio placenta. 


Active Phase Arrest:-— 4hnis have Passed shill their ús NO dc lactation ot cevurx. 2 


Active phase Qtrest Where Cervix vs 
7% 6Cm dilated with membrones ruptured and 


Adequate uterine Contractions Adequate ule ne Contvactons 


aie piesent Gnd. NO Q«c not Present, Oxytocin 
dilatahon for hrs Given and NO dilatakon Por 
6hrs 


* Diagnosis of arrest, Should be made after membranes ate ruptured: 
* Management — Cesaron sechon-: 


Clinical cose Aii- A GQzPi s admitted ín labor ot 8AM on Monday- 
Plv findings = Cervix 2cm dilated; 203. cfRaced: At 10 pm Finding are 
Cervix 3cm dilated , 601 effaced: FHR= Regular j 140-146'9pn, 
Membranes are Intact: What is the Next step in Management 2 
=) case of Prolonged Latent phose 
Management > Therapeutic Rest 


Clinical Cose Az A G2Pi í$ Admitted ín labor at 8AM on Monday- 
Plu findings = Cerwin 2cm dilated, 201: effaced: ~ At 12pm(mrdnoon) » 
Cervix Gems dilated, 80%- effaced: At Spm= Cexvix gem dilakd, 
Membranes intact: FHR's 140. Regula uterine Contachons arc present 
What is the Next step fy Managcnnt? 
—À Case of protracted achve phase- 





Clinical cose ÀAs:- A G21 female is admitted in Labor at 2am 0n monday: 
Ply Findings — Cervix 6cm dilated, t004- effaced , membrones Intact. ND 
Mecontum- FRR: 140-148 bpm - Regular uterine Contvachons Adequate. 
At 12pm (midnoon)= Same Finding: What iS the Next Step in Management: 
=— case Of Active phose Arrest: 
Management —> Cesaron Secon. 





2- SECOND STAGE OF LABOR 
Begins with full dilotahon of (ewix Gnd ends with ‘delwery 
OF the baby- 


» Prol 0^9 ed. 


Abnormality of 2% stage 
Atresk: 


X Second stage fs Said ty be PROLONGED 
IF without Epidural With Epidural 


Nullipavous (ARIE Ohatestpanotes (+) Óhs 
Mulh’parous Ihse 41 Qhre 


Mangement : If station 7 t2 = Forceps -3 
LP stohon < +2 = cesaron sechon- Eg 
LS Chal spine 
4i 
42. 
+3 


X ARREST of 2"? stage = Prolonged second Stage + iw 


IF without Epidural With Epidural 
Nulliparous hrs | hrs 
Mulhparous Zhrs 3hrs 


Second Stage arrest— > Obshucted Labour 


Managemen t- Cesarean Sechon. 
OBSTRUCTED LABOR: 


MOther iS— * Exhausted 
* Tachy PNeo 
* Actdotic breathing 


PIA # uterus in Pregnant female 


Upper PINE seqment Lower uterine Segment: 


Actively Contracts 4 


passively dilates at Labor 
Reloxes at Labor 


Drlated Ond stretched 
Tonicalty cContackd 


A Ring can be palpated blw grunt Gnd Lower 
Uterine Segment = kla: 


* FHS- Fetal déstvess | Fetal death: 





Plv :- e Hot , Dry Vagina 
* Bleeding Present 


. Hemafuria Present Moulding ® 
e Fetal Head 
Caput: can be felt 


Management G 


Principles: 
1: Neves walt $ watch 
L Neuer give oxytocin: 
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Best Management > Cesarean section y Annbiolics 


Complicahons’- 1e Rupture of uterus 





did L Vesrco Vaginal Fistula (vr) @) 


* If yOu hove used oxyhocn 
Injudt ously - 
x* Phy Sioloq icol Ring: 


X Conshichion Ring - 
Both located Gt JUnchon of UUS 3 Lus 


* position is Fixed. 
is} t 
* Can be Palpated per abdominally * Cannot be palpated perabdominally bub 
but not pu vagally Palpated peavaginally: 


* can lead wœ Rupture of utxius * cannot lead to Ruphuc. of uterus 


* Management —9 Cesarcan sechon * Management—> Mostly the ring will 
Qutomaticalty p NP 


TF not 


jn I staqe— Cesarean sechon 
(vertical incision on LUS) 

Vn 2"* stage —, acpending on rations 
of fetal head 


Forceps (69 
Cesarean Sechoa 





3B: THIRD STAGE OF LABOR: 


Normal duration—> Passive management=> 15-25 mins 
Achve management => 5-10miAs: 


Prolonged 3rd Stage of Labor — 7 3o mins 
L— Retained placenta: 


Management OF Retained placenta 
Oxy TOCIN 


I£ not delivered 
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Adhetent Placenta Non adherent Placenta 
(Placenta acertas Percreta, tncitko) Cdetached From uterus but not delivered) 


4 J 
Hysterectomy Manual Removal under (22) 


General Anaesthesia. 
4. FOURTH STAGE OF LABOR- 


* It iS ihr Observation period after delivery oF placenta: 
* MOther Experiences phy sfological chills Which iS Normal. 


€ MECHANISM OF LABOR 


Mechanism of Normal labor ĉs defined GA the 
La. Aw Ev ! 3 P NI Af L DASS Hh, oua)! the Pox turient 





Canal ‘with minimal tf culty: 


There are 8 Cardinal movements of head in normal labour, 


they Qe) 
Every —— Engagment (synelihe] Asynchtic) 
Decent —— Desert: 
Female — Flexion 


T — — Inttinal rotaton 


Choose to —— Crowning 
Employ — —— Extension 
Rises —— — Resthtuton 


Extremly: ——— Extunal Rotaton 





i Engagement fs Sa'd to occur when the greatest 

transverse déamete Of he Presenting Port has passed through 
the Pelvic inlet: 

In oll cephalic presotobon, The 

tne Byrparital: 


diametey is always 








X Time Primi = 38wks 
Mulh = > dhilsed" gi-tsippofs 


X If Engagement has occured— Stahon is 0- lc: at the level of 
Tschial spine 


* lis of Head is palpable perabdomen: (3) 
Engaging diamcters— Fetal skull 


moo 


Transverse drameter AP diamekr 


x Biparictal diameter CAPD) Ih 
Most of cases 


Vertex Brow Face 
€ Super Subparietal diameter [n | | | 
Platy pellord pelvis 
4 Subocci pito * Mento x Submento 
breqmatic Verhcal bregmahc 
Cq: S cm) ( 14cm) (n mento 


Gnterior Posih'on 


X Submento 
Vcirbhcal ín 

mento posterroy 
Posthon. 


Synchitic- 
When Sagittal Suture of the head of fetus lies in the 


Transverse diameter of pelvic inict (midway blu) pubic symphysis and 
Sacral promontory) 


Asynclihc " 


Antertor Posterior 
X Sagittal suture is Ponting X Sagittal suture îs pointing 
towards Sacral promontory towadrs pubic Sumphusrs. 
* Also known as Anterior pari ctal *Also Known as Lit3mon obliquity | 
presentation | Nae qele s Dbli quihy Parietal presennon: 
XMC fh Multiporo * Mc in Primiporo. 


Engagement occurs with marked Asynclitism in — Platypellotd pelvis: 





Nt — Uterine contractions pushes the head of fetus down- 





. Head of Fe fis Time *Levator ani muscle, 
The Resistance of Levator ani muscle pushes Petal head 


I^ 


Head of fetus Got flexed Gnd descend downs, 
1 | occiput of 


Reaches the [evel of Eschíal spine , 
Fetus touch Levalor ant muscle 





This push occiput in downwatd, ieu 
and inward »arrecion—> [n*enal rotahon | 
Now occiput of fetus lies direcHy behind 

pubic symphysis 


G. Inteinal Rotahon occurs Gt level of Tschial spine 
G, Internal Rofahon Occurs duc tp Slope of levata ani musde 
HART'S RULE — What ever part fouch levat ani 


muscle first , it wül be rotated 
downward, forward and medially 


G How much that occiput rotates internally — Intenal 
Rotahon of occiput occurs by 2/8" of cycle. 


Torsion in the Neck of fetus 


Head is vistble at tne unus 


This is Known GS CROWNI 
Eprsiotomy is Given: at his stage: 









Head of baby is delivered by 


Movemement OF EXRNSIO 
* Rt this stage, here marimum chence 


Of Perineal tear: — this is Prevented by 
Supporhing perineum by one hand: 


X Ritgen| Modified- Ritgen manoeuvre - 
> wth Right hand bring the chin forward 
with left hand give pressure on the occiput 

Sothab Subocci pita bregmatic diameter Cq Som) 


IS delivered. 


Untwisting OF the Neck of the baby 
Occurs — Tats (s KNOW Gs 
Telegram - @La BID: jngt f [E n 
* occiput of fetus Moves back by 
1gth of circle (re: moves in opposite 


direchon of tnternal rotahion> 





e Shoulder will come dtiecHy behind (25) 
pubic Symphysis 
Shoulders move inside 
Move by Hgh of circle 
Outside ad the Te 
Rotate - Ext Rol E 
Occiput- focnq the LOT dircchon 
.* occiput at External Rotahün will be facing 
the Same Postton as it was facing at the 
time labor 
x Face of the baby is Facing towards Mother's 
Right thigh: 






Shoulder delivers fb Rest 
of the body delivers by Lateral flexion 


Important Qucstions: 
X Delivery of fetal head during Normal vaginal delivery Is Extension: 


X In breech and face Presentation it occurs by Flexion 
X c position at the beginning of Labor— LOT > LOA 


occiput moves by 2/8 oF a Circle in LOT posihon and 
Shoulders by i]gih of à circle: 


*AFter External Rotation face of the baby face towatds right 
thigh of the mother and occiput towards the original 
po3ihon from where lobor began: 


x Time for Giving Episiotomy afkr Crowning has Occuied 


O- According to WHO Guidelines , which of the Following Is tue about 
ws Management of 29¢ stage of Labor 





Gy Episiotomy Should be given a. Rouhne 
by Warm cloth Should be applied tO perineum to prevent 






dy Delivery should be done in l'Fhülomy = posiion 
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Third Stage of Labor- 


* Beqins aft the delivery of baby Gnd ends at me delivery 
of placenta 


Plays Crucial Rolcía PPH 
Y 


If Third Stage fs managed  propoily-» 








* Avg Duiaton if 3° stage = 15- 20 mins 
X If" 37 Stoge 7) 30mins = PROLONGED THIRD LABOR | RETAINED PLACENTA: 


X Third Stage Can be Managed by, 











Passivel Activ 
: Dura ifon 15- Zümins C Achve nds end of ird 
* Wathing for spontoncous of Labor) 
Expulsión of placenta .RmTSL 
° Chances of PPH and Makraal Durahon2 5-1 
mortality If AMTSL= 5- Loming ` 
° Since Human placenta ts 
dectduate, it ne shed off Bleeding | 
GFter delivery: Chances of CPR 








Mattrnal mortality) 
PrePPeed Management = 






4 
Best method to pennt PPH 





* Main event ín third stage of Labour is —> Delivery of placento 
SOSPNIP er — —Ó— 


Can occurs by 2- Methods, They ose, 








l SCHULTZE method 2 DUNCAN method. 
X Placenta Starts Separahng X placenta Starts Separating 
from cenbe From periphery: 
X Rehoplacenta] clot is Formed -* NO Rehoplacntal clot 's 
CHo4mostatic) 


ptem: 

Blood loss is More 
* Bleeding (S Evident A> 
Soon a& plaunta Spovates 

X Dull matrnal s'de of 


|| planta which Comes first 
j b Dull 
> Duncans 


Blood loss fs less 

Fy X Bleeding (s Evident only after 
Mi the entire plocenta has seporaled 

JJX- Shing fetal side of placenta | 
| Comes first (s SChunt3 Bsfesram - @Lptestpgin 

x Shiny 

s X* MC Method - | 
K less COMMON 





Im portant One liners: (23) 


l Most. (important Pactor Responsible for placental Separahon is Uterine cont achon 
4 In all cases of Retained plaunto , Jst management is ine Conwactions 
(But mMetnergin, prostaglandins Qr not recommended) 
(If even after giving oxytoun, if plaunia is not qcthing Separated , 
in thai case Manual Removal of plaunta -it (& done ín OT 
En General anaesthesia) 








Y 
IP cannot Find plane blw Plaunta and ukrus 


MORBIDLY ADRERENT PLACENTA 
Managirunt 3 Hysterectomy. 









e+ Middle Layer of myomehium , iE has Fibres (na Criss Cross 
mannty tn which blood vessels are ture ta blw them. 


i i 
When uterus Conhacts 
J ə 


Blood vessels Conshicted 





Atonic ukvus is Miclc of PPM 


5. Height of uterus immediatey aftr delivrvy— Just below the 
umbilicus C~ 20Wks Of pieqnonu4)- 


Signs of Placental Separation= 


XY Sudden qush of blood pex vaqina 

2' Supro pubic bulge 

S Height of uterus increases SlighHy 

4° apparat Lengtnening of cord. Cpermoncat) 


Most (mppitant 2. Feel the placenta in Vagina 7 Leng nig 
OF Cord . 





Steps (n. AmTsL: 


* 1 Administer uferotonic agent with in. 1 minute of delivery of 
baby CMost important step) 
2: Delayed Cord clamping 
3: Deliver Placenta by Contolled cord hachon | Mopiet ED BRANDT ANDREWS 
Telegram - @Latestpgnotes tchat que: 
A: Tntermitent assessment of uterine tone done by doctuv 
(Earias — Uterine massage) 


* Most ImPortant Step in AMTSL 


STEP-1 > Inj echon 0f Uterotonic agent: 
re nd 


iki laa 


10 TU , Im or Iv infusion 


only Dru 
recommended by 
WHO = As the 1** 
Irae drug to 
pacvint PPH 


METHYL ERGomeTRINE IM 


(Erqomehine, 
Metherginy 


is —— 15t step 
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IMPORTANT POINTS 


X Natural oxytoun.- NONA PEPTIDE. 
x Syne hic oxytoun: OCTA PEPTIDE. 


X Natwal oxytou'n vs syathe'sed by 
Paravinticulor Nucleus of 
hypothalamus: 
* Itis stored. postuivt Pikluory 


X Tih > 3-5 mins 
* Storage tempurature > 2?- 6° 


X con be qiie ®© 
Iv t fusion. 
immedtakly 


tuxahon| Shrs 


X Never qive ab IV bolus > 
êh leads to Hypotension and 
Cardiac arrest: 
X Mechanism of action: 
| LE causes influx oF caluum ions 
2: it Releases PQF- 20. 


Brings About physiological 
CLT 


upper Utertne seqment Contract 

>lowtr Ukrine Seqment passively 
dilate 

> On and off Contachons — this 

helps in matatag blood flow 

to fetus- 


Con be Used during laboy to 


Quq ment Contvech'onA. 


X Leads to milk Cjechon Reflex 


X- Mechanism of action: 
Tetanic conbachons 
cannot be used at the 
time of Labor 


X it is photdtoxic 
(vials are Brown (a colo - 


osmy 


| p îhylerqo mch ine 


Sy NTOMETRINE 


CARBITOCIN 


(° not confuse C 
CARBOPRDST) 


PqE1- 
MiISOPROST 
(Not best drug) 


PGF-2d * 
k CAR BOPROST 
(Gest) 
Trade Name - HEmMBATE 
Best druq to heat 
Gnd prevent PPH 


x In HIV i£ used with 
protease inhibitor, it May 
Leads to Hypertension 


X Nevey qive methy| Erqomebring 
TV because it can Leads to 
Hypertension. 


Conharadtcab ons: 
T— After the delivivy of 1$* twin 
0^ Organic Heart disease 
P > preeclompsiay _. y 

i 
E > eclampsia 4 " 
R — Rh incompahbilihy 


X Not teadily Avatlable. 
X- Ex pensive 
s Highly potent 


X Synthehi yiwan 
* octo pe phde 
x Til — &S-100 mins: 


X Side effects — Hyperthermia, chilk 


Dose dependent: 
X Can be used fa AStmatics: 
X Contrainokcaled in PaevitOus 
Cesqueon Sechon.- 


X* Side effect > Diarrhea 

% Conha tadicaled fa Asthmahcs 

and sn Suspected Amnmrotc Pluid 
Embolism- 


off Label Not a Vila by WHO 


biNOPROST : PGES 


Dos- 20mq Suppository Pes Rectum- 


STEP-2 = Delayed cord cgi 
enun Eee isnc imo | 








4 
-- Romi of Hond re COA 





Q6cs tbaby rue is SuPhaw to Prevent Neonatal Anemia) 





** Eaily cord Clamping CX imin 
us 


4 Birra asphyxia 

2: Neonale Néeds Recusitation. 

3 Baby fs a cduaqnosed case of Heart disease 
4 Rh Neqahve prqnanty: 

S Hiv tve female. 


¥ Early cord Clamping is not G part of ATMSL 


STEP-3 => Delivery of placenta b nbsolled cod trachon* (01) 
gen Modified Brandt Andrews technique 


Make Sure placenta Is Separated 
4 


Otheiwist (t can Results (o 






fom da 
M 4 


ras $ 


UTERINE INVERSION= 


Most common Cause * Patent qoes into Shock Most common cou 
A 0f death ín uterine 
Inversion 








Later 0 


N there (s 









Dearees OF Ukrine Inversion 


[A] 1st. degree inversion jst [8] 270 eee eae 


a Degree 


Fundus is with fn | 
€ndomehial Cavi ram - @llatestp 
Above level of 


Intinal 0s - 


a Degree 


Fundus reachs 
uphi internal os 
@) below os 





[c] 3rd. degree inversion 


3° Deqree 
Fundus veachs 
Uphi External os 


below it 


4^ Degree 





Enibe uterus lyin 
Outside inhoitus. 


Another classification of Uterine inversion: 
XRcule Inversion —— Occurs within 24hrs OF delivery: 


¥Subacule Invasion — Occurs akkr 24hrs of delivery but with in 
- Amontin of delivery: 


*thronic inversion —> Z% lmonth of Geli vy. 


Management of uterinae inversion 


1. Resuscitate patent 
2: StoP utesotonic druqs 
Š bonot attempt tO Remove placenta. 


4- Correct Inversion Manually  (30HNsON Merton) 















A 
unsucesstul 
vitals “of patient Arabie vitals stable 
Immediate Surqicol Management Give Utrine Relaxant 
-= lTeraButraline 
| NITROGLY CERINIE) 
Most COMMON: Try to Reposition uterus 
manually 
Oher methods: œ Haultain unsuccess full 
: Spi nelli Telegram|- @Latestpgnotes 4 i RM B " : 
TYOStahc metho i 
kust ner fs Sullivan Hydrostahc metnod) 


- do surgery uncus Full 


X Whenever Correchon of Inversion fs successful — stort Uberodtontc drug — 
Await spontaneous €x pulsion of 
placenta. 


O Important Questions * 


1+ Patient after delivery qocs fnto Shock— Most probable cause: P. PH 


2* Patient qocs ʻato Shock immediately OF tes delivery => Most yWobable. 








STEP: 4 = IntermiHent assesmrat Of uterine tone - 
NOE a part of AMTSL + 


1: Early Cord clamping 
2° Iv Ergotmebin 
3 utaine massage +l- 


PPH 


XNormal blood loss ín vagqinal deltvery—> <S0om| 
XNormal blood loss in CCSareon sechon— < Ilites 
* Normal blood loss im Twin delivery — < Litres 
*NOrmal blood loss i^ Cesarecn Hysterectomy < LSlihes- 


XIn any case blood loss morc than expected valucs 
th 24hrs of delivery or upto I2 weeks of delivery. 


¥ACOG> Blood loss 7, 1000 ml Irrespective 0f Mode of delivery 


Bleeding is Accompanied by signs 3 Symptoms of 
Hypovol emia within 24hrs Of delivery irrespechve OF 
route OF delivery. 


ATLS CAdvanced Trauma Life support) — Classification of PPH 
* Class I- Blood loss— < 1st: 
e Class T- Blood loss —> 15 - 301 
* Class ™ - Blood loss — 30- +07: 
e class W- Blood loss — z vot 


Z 
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Classvficahon of PPH: 


FT 


J | 


Primary PPH Secondosy PPH 


i 
Occurs a 24hrs of delivery: Occurs T but 
ks 


before elivery 
Mlc(c — Atonic PPH 
Miclc—> Retained placental 
His sue 
* Overall Most Common cause of PPH— Atonic PPH 


Causes Of PPH- 


4 © 


MC— Ww Tone of uterus 
2nd Mc— Trauma 
X Thrombin (blee ding disorders) 
Tissue (Retained placental tissue) 


Factors Predisposing to Atonic_utcyus 
i Over distension OF uterus 


x Twins 

x Polyhydramnios 

x Macrosomia (Diabetes > 

X Grand Mulhpara C» s delivery) 


1: Prolonged Labor 

3: Precipitate Labor (Time interval blu) onset of Labor to delivery 
oF fetus—Time= 3his) 

: Prolonged Oxytocin 

: Chorioamnionihs 

' Previous History of PPH 

` Antepartum Haemorrage 

© Adherent placento 

Fibiord uterus — C surface ara of uterus 1 


DoH A 

















































Placental Anomalics that Can lead to PPH—? 


1; Placenta Succenturia 


2. Placenta Grloboto 
3: Placenta Spuita. 
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Management of PeH 


1t step Resuscrtahon of Patent > 


e — 


Lb. Secure 2 large bore IV lines 


2- Iv Fluids Cctystallotds) 

3 Catheterize bladder 

4+ Blood grouping, Hematocrit , Coagulation profile 
5 ian bloo 


Shock Index Helps to determine to transfuse blood 


Shock Index = _HR_ 
SBP 
* Normally — O'S to 073 
e [n pregnancy— 0°6 to 08 
e If Shock Index = 204 to 1 ——9 fndicahon For 


blood hans fusion 


2° step— Distinguish blu Atonic PPH and Traumatic PPH 
| on Perabdominal &<aminahon 


Uterus camot be Uleyus Can be 
Palpak d palpated 
RTONIC PPH ee PPH 
Management of Atonic_PPH = 
dt step — Give ukroFonic drug: 


Drug Recommended by WHO—> OXYTOCIN 
+ 


ouslyf do uterine Moassoge y 


Simultane 





Dose of oxytocin—> 





(Not (n 54. dexhüse, as ín PPH oxytocin has h» be given Por a 
longer time, therefore We camo? use elecholyle deficient media, 
it can lead to volume Overload Gnd Hqponocvemio y 
Lf Oxytocin is not Qvalloble— WHO Recommends= Other drugs ait, 
L METHYL ERGOMETRINE +- O-2mq, IM 
Repeated — every 2- 4hrs 
Maximum —» 5 doses 


2- SYNTOMETRINE - 2 T M 


oxytocin Methy) ergomehin 






3: PG Es (MISOPROST) - SÜD MEE iBITA@ually g. 
| WHO does not i&commed pei rectal uce OF misoprostal, 
dose for per rectal — 1000 meg § 


4- CRRBOPROST (PG F - 2%): 250mg, IM 
Repeated — Every 15-90 min 
Maxíimum——» g doses liez zmo g 


S- Inj TRANERAMIC ACID- Lgm IV (slow Over 20mins) 


For treating PPH, Recomended by WHO; 


1% xu g— Oxytocin with simultaneous Uterine 
Massage and give In): TRANexAMIC ACID 


Mid E not Stops 


Methyl ergomehine 





Medical management should be tied for 3omins 
Tf it fails 


DO Mechonical methods 
Mechanical methods 


sad dd by WHO Not Recommended by 


WHO 
|| Uterine massage | 
uterine Packing 
2: SENQSTRKEN- BLAKEMORE 
Csophageal catncter 





CONDom Catheter 


Fill it with NS  30p- svoml- 


Max- Capacity of Bakri balloon — 500m) - 


AmS 


Transvaginal placement Meissen mapa od anmscee 





| Dakriballon — 





G3) 








HO for treatment of PPH- m 
these are done Qs we wait for help or sensor ‘doctor 
to come (09) fn transit To higher Centre 








L- Bimanual Compression of uterus 
2: External aorta Compression 
3 use Milykary ant shock garment | treatment 


If mechanical methods fails 


Qo for Surgical mcthods- 


Bimanual compression of 
ueterus 


Surgical methods: 


L  COmpicssion Sutures: —9 B-lynch suhwcs (o) 


Other Compresston 
sutures are, 


Ly Hayman suture > 
No need to 
open utrine Cavity 











2y Cho Square sutuies> 
sutures in form of 
Square. 


B lynch suture procedure 


DD, 
DD 


37 Gunshella subue ~ 
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2: BIL ligation of arteries which Supplies. ufcrus - (53) 
mes. arkey — sitet gt the level oF rnternal os 
X Ovarian Artery 
x Pnlerioc division oF Internal iliac artery — ester Scm below the 


POSTPARTUM HEMORRHAGE bifur cao n oF 
(a) 4 Common iliac arty 










-Common iliac artery 


Posterior division æ Pulse pressure W by 
601. 


internal iliac artary Suppl ic^ Lower 


Internal iliac vein : 
limb 


Postorior branch 
of internal iliac 
artery 


External iliac ., 
artery = 


Obturator ~. 
nerve 


Anterior branch 


of internal iliac 


If Bleeding Shll not geting Contolled, 





preffered | SUB TOTAL HYSTERECTOMY | suvera cervical 
( Removal of only uterus, not Cexviy) 


2™ best —> TOTAL ABDOMINAL HYSTERECTOMY (TAH) 
(Removal of uerus + Caix) 


IF Bleeding a not geting — (ontvolled 


Apply PELVIC PRESSURE PACKS 


UMBRELLA PACK PARACHUTE PACK 
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TRauMatic PPH: 
i Perineal Tear 
& Cevvical Teor 
3- Hematoma 
4 Ruptuc of uterus: 


1 PERINEAL TEARS 
It iS a tear which involves pesincum- 
Classification of. pesineal teor;- 
UU (d Degree —> When vaginal mucosa | Skin are torn: 


2" Degree —> st Degice T Vaginal muscles Ge toyn - 


2" Dequee —> Anal SPhincter ts involved 
Gy X SUl- of ctcrnal anal Sphincter tear- 
by 7504. of fxternal anal sphincty teow: 
Cy Extanal anal Sphincter E Intanal Gol 
Spín cley tear 
^*^ Degice > I "Degree T 2" degree + 34 e + 
Rectal mucosa tcor- 


rM o a a 7N 
3 and 4th Degree tears are known as Complete perineal tear) 
LA 


Methods to prevent _Perineal TERR: 


Recommended by WHO Not recommended 





i No Routine Episiotomy: l|: WHO does not recommends Episiotomy 
(n all females undergoing vaginal 
aL Manually jd que the pextaeum delivery. 
with Right hand while delivery of 


the head of fetus- 2 Rg Recommends — wam Compiess 
. to be applied to perineum to 
,* Deflexing head of fetus with 4 chonaces of tear. 


Left hand. and then Extend 


4. Advise poh eat not tO beat 
down while delivering the 
Head. 


, 





ry * 2 H3 
7 F j => Modufie d Telegram @Latestpgnotes 
VT Ritgen 


Maneuver 


Repair of PeRINEAL TEAR 


Time X IF 3/4 degree are recognised with in 24hrs o£ delivery 
—23 Immediat Repair- 


gt IF 24s have possed 








Technique 0f Repair + 


Dave Degree tear BO or Ath Degree tear 
r [3 P M D ——M———— A^ u 
In Labor Room under In OT under Anaesthesia- 
Local Anaesthesia: (Epidural | Genesal Anaesthesia) 
Steps- Steps ~ 
yh vaginal (CO SO. 1st — Repair Rectal Mucosa 
C Cont pugus suture using 
Af Poly qlactin) 2s Repais Intsnal Gnal 
Sphincter (end to End 
2^4. suture muscles Gnostomo sis) 
CInttrrupted Sutures) 
zd Repair External anal 
azido Sutwe Vaginal Skin Sphincter 
Cmattiess sutures) MC: End to E 





Ahy Then Repair J* degree 
and 2^ degree ttar 


4st c vag nal MUSC 
2nd: muscles 
ave: vagiaal Skin. 


Im portant points after Re pour: 
J Pleghancy Should be avoided for an year but fos aHeast 6montns Offer 


egree bear repai ' 


2: In futue these females Can ha 
% coq recommends G Gk the time of te pass - 


2: CERVICAL TEAR => 
Most Common site: 3'0 dock 7 4'o dock positon. 
Management > Repair: 


EPI SIOTOMY = Surgically Planned racision given 0n posterior Wall of 
Vagina to fadle the aehivay of fetal Head. 


Types OF Episiotomy: 


1: Midline 
Episiotomy 


2- Medio lateral 
Episiotomy. 








Episiotomy scissor D*5 t Teal 2^3. Deae feos, 
Indications Fos Episiotomy - Less muscles are Cut Advontoge: Even if rb extends 
1: Rigid perineum (zn | tt con Never Involve Anal 

Primigzanda Females) Less cd Advantage | Conal. 

2- Shoulder dystoua Repair Casy 
5: Macrosomia bisadventge: 
4 if delivering after Healing Fast More muscles Gre Cut 
Coming head OF beech- ! 
S: Inshumental delivery Disadvantage: IP it Extends, mole eeni 

CFOrcep s | vatum) ikt can Involves the anal Repay ih difficult 
C’ Face to publ s deliviry Sphiacka [4^ degite eat) tr Healing fS Stow 
4 Suspechiag perineo| IF can leads to fecal mE 

tear: Kaconhinence- Dyspareunia Is MOIE 


3: HEMATOMAS -=> 
x Most common site for pelvic Hematoma—> VULVAL Hematoma: 
x Most Common artery to fom vulval Hematoma —> Pudendal Qr gy 
X Most Common Artery to form Vaginal Hematoma— ukine au ta y. 
X Most Common Symp m— Pain , EPP i culty fn passing Urine 


ON Examtnahon'— Bluish Coloured Swelling: 


Management > Concervahvely — 


Indications fos Surgical management 
de pott is Hemodynomicalty Unstable (Shock) 
d- sizeof Hematoma is fncrasing C2 Sems) 
3 Exerucating painCit indicates hematoma has txtended 


Ice packs 


Analgesic S 





to muscles) 
Surgical Management - 
Drarn If any achve obliterate the 
Hematoma bledes Us prat COvity of 


Hematoma: 
close by Piquie of 
3 
Sutute 
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* In case of Broad ligament Hematoma—> go for Immediate Laparotomy- 











x Most Common Cause In Non Scated Uterus——» obst 


4. RUPTURE OF UTERUS: = 
x Most common comse—— previous Cesoxen Sechon. 












OtMercauses — Grand mul t paro 


Mullexran malfosmations: 
«Sqn of Impending rupture — Fetal tack 


tf bying vaginal delivery Gftex Cesakan , who has Scond 
Uttrus — t Always do FHS monitosing 
2: check fos scai tendesness Í Etnderness of uterine Scot 
IS checke d by pitssing deeply Just 2ems Above Pubic 










Aymphysis 
x Management of Tmpadinq 
yupturtt — tmmeduate Cesaicon on Pressing deeply 
Section: | 
if patint clo pain 
IMPENDING RUPTURE ) 
Sign of Rupture — Fetal brady Cardio 
other $rqns- 2y Maternal tachy Cardia 6Y Hematuria 
3y BPY 3y Fresh Vaginal bleeding: 
47 Can feel fetal parts 87 Loss of Station pc vaginally - 


Supnfraally- 
Sy Uterine Conhachons ar lost 


*Management Of uterine Rupture— Imidiok Laparotomy 


Try T Repair uterus 


Not possible ——> Hysterectomy 

















Questions: 
&. Drugs Preventing PPH all Cxcept The dose 0f mi tol IN Emer Gen 
Afa a MISO pro stol Cy PGF-2 of Management of PPH 
(oM tab) dy Oxytocin Gy 20b MCG C7 600mc 
oy dome! By Boomncg 


E-series prostaglandins can also prevent or treat atony. Dinoprostone— 
prostaglandin Ey—may o A ad is given as a 20-mg suppository per 


rectum or per vaginum every 2 hours. It typically causes diarrhea, which is 
problematic for the rectal route, whereas vigorous vaginal bleeding may preclude 
its use per vaginum, Hypotension, which is commonly encountered with 
hemorrhage, is considered a contraindication by some. Intravenous prostaglandin 
E;—sulprostone—is used in Europe, but it is not available in the United States 


8. Doc-of-PPH-Resistant-to-oxgheim-Ond |  ay2omi 


by 3200 ml dy 3000ml 


C) LSD Mq tv 
dy LSUpgtv 





C7 Dinoprost 


by Dinoprostone dy Mrsoprostal: 6.- The drug tecenty recommended bu 
ltd to be uted ín all pahents of 


B. Maximum dose of PGF 2e« tH BPH CT PP Pph? 


Gy 025mg cy 20mg ay fe pri Stone 
mm dy 40 mq by b/noprostone — dy Heparin 








© 


&. 
CS Traum o. 


O- A pregnant lady went (ato. shock 
fromediatey after delivery, most sikely ay Uterine aton 
Cause ds GREENE, Lieding 


ay PPH cy Ammniohe Mud embolism AI Sovder s- 
05, ln psio 
6. An of me Following are done t 












blood loss mor then — m ‘hires pechive 
of type of delivery of anterior Shoulder 
Gy Soo ml cy 1500ml by OXgtoun 
emm dy 2000 ml Cy Ukerint massage 
dy delivery of placenta by 
Q Resk factors for atonic PPH are Controlled Cord -trachion 
1: Ewins 4 prolonged Labour 


2: High parity S* HELLP synchome Gs A P3 female who had normal vaginal 


5: Macrosomia 
Gy ali- Ato 5 cy 1,2,3 managed ackvily and plaunta g 
dri, 3,4 Membionts were Expelled  Compleklu- 

Gy Carry Qul uterine massage 


Cy Give OXytoun — 


dy palpate the uttrus to determine 
Cy fewer break down ite Consistency: 
dy Lesces blood loss 







by can be repaid atease 


É————— —-; 
S 


Gy Apply B Lynch suture 





Cj Ligate fatinal iliac arteries ay Insert B lynch suture 
dy DO Hysterctory - by Ligate Internal iliac artay 





dy Transfuse fFoclov Wa 
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© OCCIPITO-POSTERIOR POSITION $ (25) 
MALPRESENTATION 


At the onset of Labor — 107: of fetus are tn OP Position. 


During Late stages of Labor — only 27 Remains Gs Occipio posterior. 
(In %d-Gol- cases totale and becomes Occipito Anterior) 


E tiology: | 
* Most common cause— Idiopathic 
x 2" Most Common Cause — Anthropoid $ GNdsord pelvis 
X More Common n Nullipasous Female.(where Gs. all the rest mal presentahons 
are more Common in Mulhparous female) 


(Occipito position is a Malposition not a Malpresentaton) 
Mechanism of Labor - 
Lie— Longitudinal 
Presentahon— Cephalic 
Presenting part — Vertex 
MC among Occipito posterior posthon is —> Right op(Ror) > director 7 Left oP(uo9 
* In qol Cases Normal delivery occurs G& head moves through 3leth oÈ circle, 


Hence the Best Management of occipito posterior posthon, When 
diagnosed during Labor is — Watt and Watch. 


bor 
ROP LoP 


* sometimes, Head of the fetus Starts to rotate, 
Reaches ae Transverse 


No ne rotations occurs 
kla: SH Forward rotation: 


C dud t i ERREUR" ischial spines) 


Deep Transverse arrest: 


Head of Fetus stays at Octipito Transverse positon for an hour : 
.Inspite Good uterine | contrachions » NO further Fotatvons Occurs. 


DEEP TRANVERSE ARREST 


Occurs Gt level of 


Me In 
Lschial Spine ee Te 


Management 








(Tschial s prom inent) 


In Android pelvis In Other Pelvis 


Cesarean Sechon- 


t Vaccum delivery 
2: Manual Rotation 
fib Forceps 
3. kiellands Forceps 

Coutdated) 





(Best) 


Direct Occipito Posterior Position : 


Dor 
RDR Rarcly Instead of totahing Gnteriorlly , Head of fetus rotates 
poskriosly Gnd becomes Direct peci possun positi 
Mc in pelvis if it occurs in 
Gny Other Pelvis 
Anthropoid Pelvis 
CAP diameter 7 Transverse diomeler) Baby will not deliver 
J Gnd will Remain fn that 
Vaginal delivery will Postion For > 3omins., 
Occurs , ]nspite of Good ulerine 
kla Face to pubis conha chons 
delivery 
kla Deep sacral arrest 
Management 
lesaran sech'on 
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X Lie — Transverse 


*Presentahon— Shoulder (8c) 


*Mc cause— Picmalurity > platypelloid pelvis Hb muttipovity 
x Dorsum of fetus — Dorsoantertoy | (68) Dorsopostcrior 

X-Mc postthon— Dorsoantertor 

NO Mechanism of Labour 


* Management — Always Cesarcan sechon (whether baby is dead@ alive) 
X chances of cord proplaspse îs high with tansverse Uc. 


TF Transverse lie (s recognised during pregnancy External. Cephalic 
Versfón Can be Tried. 


External Cephalic Version; 

X It is Gn OPD Procedure 

X Nod Anesthesia needed 

X Should be done under Continuous Fetal monitoring. 


* During Ecv; Some Me. COrd Gets entangled — Leads to Fetal dishess 


Next step: X STOP the procedure . 
X Rotate the Fetus back tts Original position 


JF shill cord gets Cntangled after 
Rorating also, 


V 
Go for cesarcan section. 


X Here the breech, Transverse lie is hied to rotate pes abdominally 
SO, iE converts to cephalic 


x Pre requisite: 
Period of Gestation Should be 236 wks 


Liquor Should be Adequate 
. Membrane Should be Intact: 
` Can be done in Carly labor if membranes are intact 
- There should be mo Conmoindíicohons Toi Vaginal delivery- 


Taw S E 


# Relative conhindicahon for — Previous cesartan sechon 


x Conhaindication — Precious Bregrafta | 
l pregnancy after Jo years of roferhlity, Pregnant female 
With Heart disease, Hypevtensive-) 


G. A 28 yeor Old primi para attends the antenatal clinic ata pelod of 
amcnotthea of 35 Wks: She has a single fetus in breech Presentatio 


USG Confirms breech Picsentation: No Other abnormalihes are dected- 
She is 5:3 in height: Her pregnancy is Otherwise UNComplicated 
What IS the Next step ih Management - 


Gy Allow a Normal Vaginal delivery 
by Induce Labor, F Aot clelivercd by 41 wks 
perform QA Clechve cCsartan Sechon at 34 Wks 


Perform xternal cephalic Version 












O A 40year old primi para who has been Infertile for 12 years attends 
the ANC at 3twks- The fetus Is ih breech piesenrahon- The 
Eshmated Fetal weight fs 3kg, The pregnancy is Otherwise 

uncom pli cakd What is the Management ~ ophon? 





üy Awaits Spontaneous onset of Labor and Normal vaginal 
(| . 


Ielivery 






f Labor becomes Pronlonged 


n e jh 
mall 


Cy performs C-Se 





ction iÍ 


dy perform O External Cephalic version. 





Face Presentation * 


XPresenhng port Is Face 

X There [s Gbnormal Attitude, e: Normally there Flexion of Petal Head 
but IN Face presentahon, there tS Extension. 

X The Denominator is mentum 

& The commenest posthon is Left mento Anterior (LMA) 

X MC seen in Mulhparous female 

* MC type of Pelvis involved is platypelloid pelvis- 

X Micle is Anencephaly 

X Engaging diameter in Mento anterior is 


Management 
In Face prescntaton , 


Deno MPAA SHE Atm 





2 


Position — Mentoantertor Mento posterior 
Lma QO only cesaran section 
1 ^ 
Vaginal delivery (s 
t 


X In cose bs presentation, 
dn delivery 


Head of the baby , delivers by 
Movement of Flexion: 


X Where as in Normal Vaginal delivery, Head of the baby 
delivers by Movement of Extension: 
Brow Presentation - 
X NO Mechanism of Labor 


* only Cesarean sechon (because Engaging diameter is mentovertical= 14m) 


* ON Piy examinahün — Anterior fontanelle and — Suproürbital ridges arc felt 


condihon where Cesarcan sechon is Mandatory aie, 
L Transyerse lic 


£& Brow presentation 
3 Face Presentahon— Mentoposttrior posinon- 


How to diffeicncrate on Ply €xaminahon Face and Breech? 


L Alvelor margins Hard L Alvelor margins soft: 


2 Sucking Effet — Present 2: NU Sucking Effect: 
3- NO Meconium 3- Mecontum@® 
4: Mouth + 2 Malar 4: 2 ischial Tubero sines + 


prominence — Forms .. Qnus— Forms straight Vac 
Triangle 
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Bre C C h = Frach Breech (65%) Complete Breech (10%)  - erase 

* Lie? Longitudinal " L | 

* Presentanon— Breech: Ay 

* It is the most common malpresentaton: NU U 
E A 





Incidence: mmm me mueeunmme | meres 
At 28 wks = lot 


At 34 WkS— Baby Spontaneously rotates = 51. 
Ar [perm 3-44 


eMost Common cause of Breech ——> Prematurity 
eMost Common cause Of Recuirtat breech — utrine malfor matons- 


lypes of Bieech:- 


















Thigh flexed Thigh flexed Thigh extended 
+ + + 
Knee flex cd Knee Extended Knee flexed 
on Plv- feet + Genehlroa on Ply = Buttocks Cesasean 
+ buttock + genitalic Sechon - 
Gre felt: are fett - Thigh extended 
+ 
Most Common in Muligravida Most common ! m knee extended 
Chances 0f Cord prolapse = 61: Least chonces of cord | 


Prolopse 
Maximum Cheonces 
of cord. prolopse. 


cesarean 
Sehon- 
X |n both Knee Gnd Footling presentahon — BO cesarcan Sechon. 


X IF Head of the felus is €xknded in Breech presentation , 


— ka: Stargayer Brecch 


Indicahon for Cesaran sechon- 





Management of Breech: (s) 


1. IF breech Patient Comes in pregnancy at > 36wks Gnd No 
Contyaindication tO Ecv 


Do External cephalic wersion CECV) in OPD Gt % 36wks 


L- lf bieech pakent comes at Labor 


Vv 
Cesarean Sechon Assisttd Breech delivery Breech Exhio.chon 


Indicahons fot Cesarean Sechon in Breech: 


ll 
X Footlingl knee presentahon 
X Stargazer Breech. 


X Pre term Breech — (C Herc. Ecv is avoided: cesaitan sechon whually Performed When 
Fetal weight is < 1S00q) 


X Breech With Post Matuity, >40uks (as Induction OF Labor is best avoided) With 
baby Weight More than 3Sv0gm. 
X Twin with First breech: 


x Breech With Previous Cesanran sechon 


x Breech With any Other complication of Pregnancy — placenta previa, Pi: 
* Breech Score 3 Less. 


X Primi with Breech — Relative indicakon. 
Assisted Breech delivery 


X The Breech is allowed to deliver Spontaneously Upto umblicus and 
then assistance is given for delivery OF shoulder Gnd Head. 


* MC done if vaginal breech delivery is being conducted 


X Delivery happens duc fo Efforts (push of mother) + Assistance by 
Obstehiuans 


Breech Extrachon- 
X Means Mother is Under Gencral Anaesthesia — NO Cfforts by her- 
X The enhve delivery is done by obskhician using Manoucvers: 


X The only Indicahon— In cGSt OP ^ ZETA Transverse lic and Inteino) 
podalic version done under General Rnacsthesia: 


Assisted Breech delivery: 


Lie — Longitudinal 

Presentah'on — Podalic 

Denomihator — Sacium- 

MC Posihion — Left Sacro Anterior (LSA) 





X Induchon 0f Labor should be Gyoided 
X Augmentahion of Labor with Oxyhcin and ARM should 
be Qvoide d. 
x Any delay ín 1* stage (B) 24 stage of Labor should be 
taken ah CPD— bo Cesarcan sechbn. 


Other Important points: 


In Breech, 
X Make pah«nt Nil orally, Give her Lv Fluids. 


x As Much as possible, pahcnt Should be lying down (because 
Gmbulahon Can lead to Rupture OF Membranes and Cord Can 
prolapse) 
*Meconium Can be Normal in breech as long Gs FHS ic normal. 
X Do Continous FHR Monitoring by Cardiotopogram 
X Epidural Analgesia can be given for pain Relief. 
Mechanism of Breech Delivery. 
¥15® part delivered in Breech Buttocks: 


X Engaging diameter — Bi 





XIN RSA (Right Sacro anterior Posttion—> Buttock ngage ih Rig 





aj * 
' zg bl 8. 
ud S E X When buttocks distend the perineum, ic, 
9 aud d climbing up OF pcrineum — Give Episiotomy 
` — Right Oblique (Its mandatory) 






>< diamekr X Buttocks klice in AP diamcky duriag Intuncl 
vical Rotahon such that from RSA 7 sacrum 


ocsto RsTCRiqht Sacro Transverse): 
Butto Ck Telegram - @Latéstpgnotes 


dvamcte, 






during deliveru- 


Breech is the only €xcephon, where Denominator Cs 
does not Iie directly lic behind pubic symphy 
A —n—Ó——Ó———. 


acram) 
Sis 


2 SA 
6:84 How Much does Anterior hip oF buttock turns ? — It Turns by re in) 
Clückuoise direchon: 
X- Spontaneous delivery 0f the baby till 
level of umbli cus E ^| 


Wrap 0 touel around baby's body 
to Prevent Cord Exposure: This is 
Known GS SALVAGE TECHNIQUE- 






s delivery 


Engaging diameter in Shoulder delivery n5 
[s — Bis acromial drameler (13cm) gy C 
le along RE oblique dtameter 


Shoulder comes into AP díamcler 
(For this anterior Shoulder turns 
Clockwise by 4s°) 


Figs 26.11A to H: Mechanism of labor im breech (85A) 


Anterior shoulder gets delivered first 
fib by Posterioy shoulde; 


ReshfuHon 0f shoulder by 45° in Ant clockwise 
direction 


Delivery " Head 


Engaging diamettr—> suboccipito frontal diomeley 
Lie along Left oblique diameter 


y 
occiput moves anteriorly and lics 
bch'nd Pubic symphysis 


Delivery OF Head (by Flexion) 


NOTE - 
Buttocks and Shoulda lic in same Oblique diameter, and 
Head lic in Opposite Oblique drometer: 
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Manoeuvers used In Breech delivery — 


Deliveru OF huHoCks Occurs Spontaneously 










only 1P Spontaneous deliver of buttocks is not octuilng;- Gn) 
Groin Trach'on Cin Flexed Breech) 


ER (in Frank bicech) 





Take Fingcrs uphl popliteal fossa, Give a litHe 
pressure On popliteal Fossa 


\ 





Fect of the baby will 
Come doun Gnd hold it 
and bring it down 


rm 


Groin traction 





Figs 26.22A to C: Pinse ds manuever—{A) Flexion and abductior 
of popliteal fossa; (8) To catch hod the ankle, (C) To pull down by 
movement of abduction 


Dinard manoeuvre 





For delivery of Shoulder - 





Bd Shoulder not in AP diameter, 







—'7*4 Hold the back of the baby by Femoro pelvic grip and Turn 
sg ee AP diamekr 


Most of the fimes, delivery happens Spontaneously 
% after this Manoeuvie, 
If it do not delivered 

HK. 

fats Ò Rbiakt the baby so that the posterior Shoulder becomes 
l < Es Posterior shoulder lies below the pubic 
-X $ymphysis and Gets delivered => | MAI 
i n Seat the RT sidulder in the same manner , 
.NOTE- While Rotahing - the baby the back Should be 

always anterior- 





Lovset’s Manoeuvre 





For delivery Heod: (ati coming Head) 
1- Once Shoulders are delivered 


_ Plow the baby to hang b 
Its Own Weight legram - @Latestpgnotes 
when Nape of Neck is visible— 

Give Suprapubic Pressure (promotes | 


Flexton) 


1 
Hold the legs of the baby, turn it towards 
Mother's co n 


Head gets delivered 
J 





BURN MARSHALL TECHNIQUE . 
2 Let ets OF baby Fest on the hand 


Fingers of Left hand on either side 
OF cheecks 






Right hand — onc Finger each on either ET 
Shouldey of baby; middle finger aa 
0n Occipital protuberance 





Mauriceau smellieveit technique 
Give Shoulcle; trachon and Malar flexion 
l 


Head gets delivered ( by movement of ftexion) - 








Same like Butn Marshall but dont let 
baby hang by (ts own weight 





Bracht technique 








No shouldes tvacton , one Finger each of 
Left hand on i check of the baby, one finger in mouth 


Give oo pie ssute 


Head gets delivered by movement of Flexion- 
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Wigand technique 





S Best is by Applying FORCEPS: 


Special Forcep—9 PIPERS Forceps (not available in india) L 


In Tadia — xNeville Barney forceps 
* bos forceps 





* Normally ín Breech — Dorsum is anterior: 


there is Dorso posterior 


Delivery i Head by 


but Some Ames 


PRAGUE MANOEUVRE” 
X If Head 0f the baby gets Enhaped 


Pre term breech Term Breech 


DUHRSsEN INCISIDN Entire body of baby is 
on cewix at 20 clock pushed back info uterus 
Ond 10'0 clock positon: Gnd Cesarean Sechon is done 


J 
L | ZAVANELLI TECHNIQUE 


Q: 
ay Li, 2,3 — 


by L2, 3 dy Sq 


Pain During Labour! Labour Analgesia: 


X In Carly stages of Labor— Pain fs duc to uterine Contachon 
Neive Supply Graii- L1 (pain is related this segment) 


X In Laka stages of Labor— Pain ís dueto Dilatahon of Coix 
Newe Supplu of cevuiy — 52- S^ ( pain IS related this seament:) 


* wie s E LED i 


* Block for Painless Labor—> Tio Segments. 


Epidural analgesic 
DOC— BUPIVACAINE 


X For Cesarean sechon Level of anesthesia given at T4 segments 
X For Toshumentol delivery (vactum @ Forceps) 
Pain fs duc to Stretching oF vulva 
Vulva is Supplied by Pudendal nevve (52 - 54) 


— done for Inshumental delivery 


*Site— Ischiol spine 8. 






klígament pierced — Sanospinous Ligament g 
* Direction of Needle — Postero medial g, 


» 


ay Stage 1 cy Stage 3 
by stage 2 dy stoge 4 


Phases of Parturition: — is nù same os Stages of Labor- 


Uterus fs Quiscent |ukrus Starts Achal Labor Period after the 
(Tnachve) Preparing For phase uphll delivery] delivery of placenta 
Labor 0f placenta + 
Pure perium 
t Includes Entire Includes, Includes Includes 
period of pregnancy PRE LAGoUP Stage 1,2, 3 oF 4+n stage of Loboy 
Labor + Purepesium 
2° Corvin Softening % Cervical Ripening 
begins ín phase L | * Lightening 
X Formation of 
Lowe) Uterine 





Telegram cS Fue ars 


by pelvic dy Abdominal 


Leopold Maneuver: 





X* Leopold 1, 2,3— Done Facing the Face of 
pahent- 
* Leopold 4 — Done Facing the feet of tne 
Patient: z 


Pigs 6.64 to D: Comox gro |Lecpaid muneurery: ji) hass po An Leopold) |E: Lovers! pra iecond Leopard: 
4E] Pamit gro Ghid Leopold) (Di Prive pro Mawrth Leopoldi 





mm 


1st Manouver | Face of the Fundus of X Lic of fetus 
klo pahent ukus X Presentahon 
FUNDAL GRIP 


2™ Manouver Either Side of |+ Positron of fetus 
Ka, Maternal X Back of fetus 
LATERAL ARIP abdomen 


e Right side 
LOT, LOA ROT, ROA 


39 Manouver Face of Pahent 3- Heod engaged ^D) 
klo, nob - 

15* PELVIC Geip/ 

PAWLic GRIP 


4» Manouver Feet of the Pelwis X Head engaged 
kla, Patient not 


2° PELvic QRIP * More (omfoitable 
than 1% pelvic qrip 





Rule of 5| CRICHTON Method: 
X Tels About the Head of Fetus is Engaged OR Not: 


X Divide the Head of Fetus ino 5 Cqual ports: 


*Numetator tells about how Much fetal Head is felt pex abdomen. 
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5ļls Als als Is Ys ols 
rn 4 4 4 


€nhre Hecd Teck Got Enagard Deenu 


felt pa Ghclominally Cngaged D engaged 
l i 


Head is Free floating Head rn pelvic 
. o 
Se Cox rhy Head vs ín 
Head fh Abdomen below Pelvic Brim 





- ABDOMINAL METHOD (CRICHTON’S METHOD) 


Obstetric  Neuropathies: 
@MC Time — Inhopaitum period 7 Post partum period 


* Mc Nerve Injusy seen th labour — Lateral femoral Cutontpus neye v 
Femoral Nove. 
* Mc Neve Injury fh lithofomy Position—> Common peroneal Neve: 


* Mc Neve Injury due to Mc Robeit's Mandcuvers— Lateral cutancous nerve 0f. thigh: 
* Mc Newe Injury due to Usage OF forceps—> Obturotox > Femoral Newe 


* Mc Newe Injury Seen ih postpartum priod — Foot drop due td compression oF 
Lumbosacial plexus- 
* Mc Newe Injury due to c sechon—» fliohypogashic and Moy inguinal 


Obstetrical neuropathy is relatively infrequent. Wong and associates (2003) evaluated more than 6000 puerperas and found that approximately 1 perces 
had a confirmed nerve injury, Lateral femoral cutaneous neuropathies were the most common (24 percent), followed by femoral neuropathies (14 
percent). A motor deficit accompanied a third of injuries. Nulliparity, prolonged second-stage labor, and pushing for a long duration in the semi-Fowler 
sition were risk factors. The median duration of symptoms was 2 months, and the range was 2 weeks to 18 months. , TE 
positi i ymp 2 g William's sth edihin. 


Nerve injuries with cesarean delivery include the iliohypogastric and ilioinguinal nerves (Rahn, 2010). These are discussed further in Chapter 2 


O A 35year old 63P2 woman at 4owks gestation and Chronic 


ON PIR Examinghon _ 6. 
] “Her Cervix is dilated to 3cms For 


Mo of the following TS Best Manager? for he? 






Qy Amino infusion Tachysustole — X'S Conhachions 
ysy 

by Ephedrine lJ 

cy Cesakan Sechon ee ne Eee panoge Hyper shmulahon 


dy Expectant Management 


2 Rap OF membyanes Fetal aishess 


Management of Tachysystole | Hy pci stimulation: 


d- Stop the Drug Given G& Oxytocics 

2- Make her Left Lateral Posthon 

3: 0; bg mask 

^- Relax Uterus—> by giving tocolyhc—> TERBUTALINE (generally pictfacd drug) 


O- A G2P1 Pregnant female with 36Wks of Gestahon Presents to OPD 
(n previous pregnancy The Best hme of delivay 






ay Immediakly 
by 34 Wks 


Ferqueson Reflex: 


X- Mechanical Stretching oP Cerix enhances ukine Achvihy— Manipulahon 
of cervix and Shipping of membrones leads +o Release of Prostaglon dins - 


Cy 38 Wke 
+ Frequent monitoring. 


scen (n Many Animal Species fa cluding Hrumons- 
x- Hence Ship ping oP membrones ead +o Inouchon of Labov- 


Induction of Labor- tntiahng uterine Conkachons ên a piegnont 
female. 
Before doing Induction Of labor—> Make swe Cervix Ripe @ hot: 


TO Know Qbout Cervical Ripening —9 isho Store 


5 components} 
€lhi — Dilotabon of cows (mostimpus 
lice — CP OSIROn oF CONG) maximam QU 
ployed—> Effacement of Cert 
peuol— > Station of fetal Heod 


MI rm 
ommandos —? (Consistency oF Ces Y maximum 2. 
Each component given a Stoic of 0-3 Max sce = 18 
|- 


If score — cevviy iS fayourable Gnd Induchon is Success 
Te score «6 — EN not Favourable 





First Ripe the Ceri 
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yds braas 





I 
* Laminaria Tents 
X Osmotic dilators 


* Sweeping | shipping of 


Membranes 


MISOPROST (Fab) 
Pak L 
Dose Acoq-» 
Repeated — Every 
Maximum— uphl 6 doses 


Once CONhachons begins 
after 4-hrs 


Start oxytoun 


Rugmentahon oF Labor by Arthfual Ruptwe 


of membrane (R) 


G Dose Recommended by ACOG for Induchon of Labor 





oy smeg 


by S0mtq 


iving 


oxytoun 


Cj 600mcg 
dy $00 meg 


9 
Cy RCA 


by Maternal AcTH 


Fetal 
ACTH 


6: 


Qy TF is present at birth 
by It does not Cause Jaundice 
(n new born 


dy oxytocin 


OD B5 Fetal adrenal gland 


DHEA-S 


rsca Py Placenta 


FETAL SWELLING: 





Per vaginally 
4^ houily 


A 
PRISTA QLA NDINS 


DINOPRDSTONE 
PGE 2 
CCevviPrime gel) 


Sml gel = ug 0-Smg) 


Put the gel inka 
CerVically | tn. posterioy 
fornix 
Repeat > afle: 6hrs 
Maximum— 3 doses 


once Conhathons begins 
after 6hrs 


Start oxytocin 


forms Esthogen—> Signals uterus to start contrachon 










Scalp 





ofàcrieletesinepotes 
Fetal skull 





Caput Succedenum 


t 


dy It disappears within feu hours of birth 





Cephalhematoma. 


w Diffuse swelling above perioskum 


X occurs duc to Head of felus atays 
Mote in one position fox very long 
kme during delivery. 


x Diffuse Edkematous swellin 
Pithing Present —> 0N giving Presswe 


X Cross Suture Linc [not Kmited suue 
ne 


X- Not associated will fracture of 
undalying bone: 


X Not associated with Jaundire 


€ Present Gt the time of birth and 
disappears few hours after bát 


Cord Prolapse: 


Manage ment = 


2: Trans illumi nahon 


X DO not drain cephal hcmatoma 


X Localised Swelling below parioskum: 
* occurs due to Trauma => Espeg'ally 
Inshumental deli very: 


x Localtsed Collection of blood 
Pittiag Qbsent- 
* Does not cross suturcline | limited by 
Suture line 
*- May be Assouated wim Fracture of 
underlying bone: 


X Assou'atead with Jaundice . 


X Does Not Present at birth, Appear vim la 
few hours GP bixyth and du'sap pears 
with ia Few cla alter birth- 


-C duqh im pulse. 
Present ond. impulse 
also present When 
Child is Cryg: 


1- Cough impulse 
absent 





2 Transillumination 


absent present: 


Reposit Cord above pitsenting part 
Elevate buttocks of female 


2- 
S Rehograde Filling of bladder using Foley's Catheter 
4-- 


O2 mask 


S: Pahmt should lie fn Left Latesal position 


Delivery 


TTT 


If s is dcad 


Vaginal delivery Un (ess 
it is. tansvese lie 


f Not fully dilated 


IF Fetus js alive 
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Fullu dilated 


{ (10 cms) 
(5) Fetal dishes, | Emergency 


Manag cement Cesakan sechon If stahon of fetal Head 
€ +2 station >+2 
CeSaican sech'on Forceps 
delivery 





Forceps Vacuum extraction 





X Done only when Head OF fetus Z +2 Staton- 


X Forceps: , 
4- 2 Stotion 4-3, +4 ,4- S. Station 


t Lm 
Low FOrceps Coutte Forceps 
application pplication 
pub 
J 
WRIGLEY'S Forceps: 
When to Apply Outlet Forceps? ( Pre- Requistcs) 


X Fetal scalp visible With out — Seporahon of motna labia 

X Fetal Skull at pelvic Floor 

x Fetal Head at Per Tne Rem @Latesipnotes 

X- Since Forceps forceps cannot rotate head of He fetus — ~- Sagittal 


Suture of fetus should Ive in Anterid posterior dircchon Maximum 
deflechon ehnuld he < 45° 


^ ^ Qs) 


Low Forceps application: QuHet Fos ceps_application :- 
Direchon to pull—> Doe mete Direchon to pull ji ia 
ROLES Upward $ Forward 


UPwordk $ Fos ward: 


| | FORCEP . | | 1 | vàccuMm — 


Criteria: Criteria: 

























F — Favourable position $ stabon All the Carteria as Forceps 
O — 0s should be fully dilated delivery, 
V cervix Fully dilated Except > 


R— Membranes should be Ruptuied. 
Head should be Rotated- 

C— uteras Should be Contracting: 

E > Head Should be Engaged 
Episiotomy Should be given. 
Bladdex should be Empty. 

P= Pelvis adequate , No CPD 

(CPD: Cephalo pelvic dispo pnhon) 


*Kyacum is applied when 
Cexvix iS Z6cm diloted 
“vaccum Can rotates Head of 

the baby. 











Trachon - 
Primi = 20 Kq 
muth = 13kg 


Pressutt: 
Initial pressuic = 02 Kgl cm? 
Maximum = 0'8 kgl cm* 





=> CHIGNON 
It i5 a Io.voqen! collu 
Created Caput 

óU.cCedanum - 





CHIGNON 


Applicahon: applied along occipitomental | Application: 
diameter 


It iS applicd in Such a mamtY; Centre 
of vaccum (up Ahould lie at Flexion point 
Flextonpoint— It is a point on Skull 
Telegram - @ atestpgnoteSy ich lies 3cm antenoy tv postu 
Fontanile and 6cm Postatoy to Anterior 
Fontenelle. 





Vaccum cup diameter= 6cm 
Distance blw Rim of the Wp and anterior 


Fontanc lle = 3cm 
® paz 


Advantage of Forceps: 
Can be used fn 


X preterm deliveries Not used in pitlam ddiverres 
t in fetal dishess Not Used in Fetal dishes 
X Can be Used (o all those prexntaton 
Where va.g'na | delivery is possible — 
ds Vertex Can be used Only fn Vertex 


2: Breech— after coming Heod| Not used tn after Coming Head (^ 
Of breech Breech 


3S Face mentoantyior Not uced in Face Presntahon.- 
Tadicahons:- Indico hOns:- 
- Matesnal distress L Maternal distress 


Fetal distress: à Prolonged 2° Stage labour 
- Prolonged 2™ stage Latour: 3: In Heart disease pothints | PIH 


‘In Heart aa patients | PIH u AISEA rents, Vaccum 


TO cut Short the 2°? stage labor 
kla: Prophylactic use 0f Forceps 


Complications Com plications: 
More of mata nal Tn jury - Mote of Fetal Injusy: 


*Factal Nerve Injusy- *- Cephalhematom o 
«Brachial Plexsus Injury- * 6% Neve Injury: 
* Retinal Injurves 


No of Attempts No-of Attempts: 
Maximum attempts = 3 Maximum attempts = 3 
ll Not deliva ing I} Not deliva ing 


Eo rFOICCcpo 





Managemnt = Cesarean Sechon Management = Cesarean Sechon 


Contratndicahons for Instumental delivery - 


L: Mother is Hly Positive 

2 Fetus—> known case oF Cogulopatny 

3 Osten gene sis im perfe cta Telegram - @Latestpgnotes 
4- (onvacted pelvis l Cephalo pelvic dispropor non: 


Forceps : 


Used as an outlet Forceps Rotate head Afki Coming Head of 
of the baby breech 
y | 
INDIA WORLD WIDE "e PIPER. 
Y dii forceps: 
WRIGLEY 
Forceps Piim? mulk 
SAMPSON TUCKER 
Forceps MCLANE 
forceps 


Force p application — 
PAM! NS Enam TN . TON R 
Since Fetal position during Labor, most Common position is 
Left ocopito tronverse (Lot) | Left Occiprty Antyivy (10) 


w. dt Left blade is Tnhoduced 


But in case of Rot} 2oA —> Right blade fs Inhoduad first 
Parts of Forceps —> 
AA a uu, s ugs T um 


Cephalic curve 


Pelvic Blades 
Curve 





1) Cephalic Cuwe — Accommodates fetal 
Head 


Ly pelvic cur —^ Migns wim bony 
Pelvis. 


Kielland Forceps 





= kielland forceps: 
*Lonq forceps 
* Used fo delivivy a head above +2 Stahion. 
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Milne Murrays Forceps WRIGLEY5 Forceps 








Milne murrays forceps | Wrigleys forceps 
J x out dated forceps * Handle - small 
X Hak a trach'on davice ©- Æa Short , wrved Forceps: 


(to ddiviy head Above +2 Stafin) 


Questions - 


— — er — 
ay ISK cy 13kg ay Engaged Head 

RENEE, dy zSkg by Fully dilated Covix 
Cy uterus SMS 


B, Forceps oleliverg is done in all 
—» C Stchon 
by Deep hronsvevte arest—> Menual rotos 
^ Hb forceps 
Cy After Coming Head 
dy MAtunal Heart discase — Prophylachi 
use. 





& A forceps rotation OF 30° from Legt 


ay High forceps — 


by mid Forceps ayoutlet forceps 


m 


OY Drtssure is 
cy Centre Of Cup Should he 

















Maintained blw S kajem? to 8 talc? 












loud tem infront of postenie Fontenelle - 
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Coesarean sechon- Abnormal delivery of fetus following ON factston on 
SKIN and utuus 


Skin Incistons ín Cuesaiean section: 


Sq res a 
ch ar y 3acms 
PFANNENSTIEL TNCISION JOEL COHEN INCISION’ 
>Curved fne'sion, Zcm above pubic — Straight Incision, 3 cm 
Symphy Sis + above Pubie SymphySis 
=> cosmehcally Good 
> Most Commonly done ecthnigue 
In PFannenshel l'ACCSUDA , In Jocl Cohen i‘nersion 
Skin Incston - 


cut Subcutontous t'ssuc 


Give very small faasoa On 


Cut Rectus Sheath: 
-SubCukaneouUs tissue Gand 


Separation. 0f Rectus Sheath Separate Subcutentous 
From Rectus abdominis muscle. _ bissuc 
Then Cut pevifontum: Giva very Small incision on 


Rectus cheath Gad Sepavatcit 
Advantage: Æ Blood loss less 
* easy to pu form 
* post Opesahve parn 
: IS less. 
-e this fauvsion is 
Uterine Incistons fna cesattan sechon:- eee a ashe\ 


Can be qiven , on 


a - c Cm 


Upper HUM segment Lower ai a SEQrunk 


* Classical Cesatean sechon Lower segment Cesareén Section Csc) 


X chances of Rupture of uterus FA OTK Chances of Rupture OÈ ukrus in 
Next pregnancy — 4-41 Next pitgnanty — 

Because Upper uterine segment Gchvely Contacts 

ANd HIGKS , Where AS howlt ukrine Segment - 








Passively dilatas: ~ Here (s more 
rist OF raphuie of ukyus in 
classical Cescucon. sechon in 
NeXt pregnancy: 











K Every time a females concerves| X T£. Next hme (very ning Normal, 
— do Cesoican Sech’on. pelvis Gdequate — then We can 
tyy Vaqinal delivery = called a 
VBAC (vaginal Birth after Cesarean 
Trial of Scar) 






- 
4 


a 
a 





SANGER. Inciston 





* IE US done tn * IE LS done t^ KERR IACiSVon KRONIG | DE LEE 
Classical Cesarean Classical Cesakan Je itis done (^ INCISION 
Sechon - Section. Lscs: * It ts done 

‘Risk of puplucz4-44-.— *Riskol Ruptue=4-V1] è Most commonly used: iN Lscs 


* e(skol Ruptuk = 02-154- ° Risk oF Cuptuc 


Modern Dau Indications Tor classical Cesarcon sechon: 


Principle Only iF Lowes Segment Cannot be approcched ' 


X Absolute Indication — Cancer Cervi 

X placenta previa wth vessels all ovey the Gntevvor Wall of Lower utuine 
Seqment 

X Dense Adhesions Present Ground lowty uttrine segment 

* Vesico Vaginal fistula repair done previouslu: 

* Preterm Cesarean sechnon, where lower Segment is not propesly Formed. 

x Post Moitem Cesarean section: 





Indécations For KRONIG Incisioni- 
IF there (5 a ConsticHon Ring- 


MISGAV's LADACH TecttNIQuE - 


1 Skin tnetston— Joel cohen i'nctston 
2: 
Small Transverse FRCS COA PR buck segment: 
VA | 
5: Closure of ukrus tn Single layer 
4. wWiScteral & Poretn( Pervttmneum Should nnt he Closed. 


VBAC- 


S Closure of abdomen: Done IN 2 layey ——9 lectus sheamh E Skin: 
xLscs due e any Reason Except contracted pelvis 


In Next preqnanty- if all conditons Are Normal, No 


CPD, Pelvis Adequate. 
Can try vaginal dclivery : 


ke VBAC | Trial oP Scar 


* Tt Should be done only ín those setups, wherc,can clinically monitor 
pah«t throughout 2^hrs , facility for Continous fetal Heart rate Monit 
available, and Facility foi immediate Cesarecn sedo'on available if needed. 


X Conharndications Pox VBAC- l 
e Type of utaine Incision —> classical uterine Iner'svon 


Iwerkd T shaped incision. 
KRONA netsion. 
* Prvious Hlo Uterine rupture — 


X previous Hfo LSCS+ Ukrine ruptur — Recurring Riski- 
X Brews Ho clossico( C section 4 utent ruptuK > Recurn taiii K 


* Hfo Qny surgery where utrine Cavity Is opened: 
Hyster 


otomu, Myomectomu. 
e Hlo Previous 2 Lses or More (unless. thoe is io” previous vaginal 
delivery along with 2 sts) 
* Any contvarndication to vaginal delivery: 


# Relative Conhat’ndicahons Por VBAC! 
row = Macrosomta in prent pregnenty: 
Ho Pucrperal intecon (ia Previous Pregnenty) 


ecoming = cech in Prent Pre gnonty 
Opule^ = Post tim Pregnenty 
Questions: 


6, In a women having previous G: All ate contrarnavcations fox venc 








ay Previous Classical Uterine l'océsron: 





] pose Cy Breech 
hy Fetal dichess dy mid pelvic | Cyprescore of invoka T shaped Vncrston: 
Conkachon: | dy KRONIG in incision. 
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© PUERPERIUM 


Puerperium- 
x Period after delivery, Upto EwWeek Postpartum 


ie a 








Immediate Ear ly Late 
With in 24hrs UT 
of delivery Ahs to IU ueek. 

of delivery 

* During this period , More chences of infections © 

Involution: 

l' UTERUS. 

position 







UMbi licus 
uttrus Just below 
the umbilicus ^ 20 Wks of 
Pteqnancy 
-- f-- -3 pubic Aymphysis 
Till 4&hrs — Uftrus Remains fn tnis 
posihon 


J 
d decrease s by umm. 





a —* Weight oF ulerus 
Immediately after delivery— 1000 qm 
1°! wk —— — —5 _ Spogm 
and Wk — 300 qm 
Stl ik Telegrep -yfestpprote 


6 4 —— ——————— G04m 


Clinical Significance - 
Tu ii ctomy 


With in Lwk of delivery After 6 wk of delivery 


Post partum stevili zation 


Jnteval stailigahion 
Methods of sterilization: 


moe pic Sterili3zahion i a 


cannot be done ín post Can be done in post 
Partum period partum perod 


8. MC method for female steriligahon 





6; Mc method of post partum Sterilizahion 





If uterus does not Return to its normal posihon and sic in 
Requttcd time frame- 
Causes: 


i Infectron— Endometritis 


2: Retained products of concephon 
3: Fibroid Uterus 


4. over distended Ubrus 


Investigahon:- USG + GenHe CureHagc + 
Anhbiokcs - 


ee REDS iS BL Ge ee SE ee 





ENDOMETRIUM `- 


Endometium oF preqnancy— called as Decidua 


Superficial layer 


Deep layer 
Sheds kla LochiA (Shedding bf” SstPaneres This is Rcsponcible for 
Superficial layer of Decidua) Regencrahon of Endomehium 
* Normally seen— till 15days d 
after deliveru 


Tt beaine bu— 43 daus 


X Can be seen — 24-36 completed by— lo dous 
days GFter delivery 
X Fishy Odor 


Restored GF 16 days 
x Initially Alkaline: but 





Except: 
towards ¢nd it is Ocidic Place where Placenta was 
dtached 
E Rubro. J 







RBC 1- 4 days 
(maternal) 
Lochia Serosa | Mucust WRC+ |5- 4 days 
(yellow) Exudates 
Lochia alba Dec dual cells | 10-13days 
Cwhite 


E NDOMETRITIS ;- 


Occurs by 6 Wks 






X*MC stte—— Placental site 


X Mc Manifestahon— Puerperial pyrexia (100-4'F) 











X Mc Organism — Group A Sheptococci 





X Mc Organism for late onset of &ndomehitis— chlamydia- 


X Apart from this — In most of the coses 


Mixed infechon —> Gram Negative boctena— 
E- coli) klebisila 
— Anacrobic 


X MC | Highest Risk of endomehihs— Cesarean secHon — 13 times more Chances 


0f eEndomebihs compared to vaginal 
delivery 


Other Risk factors - 
l Tron deficiency Anemia 
4: Prolonged Labor 
3° PROM 
4 Bacterial vaginosis 


Mc Route Sprcod — Direct spread 


Signs 1* Fever 
à' uterine terderness 


Tests * ps | 
ES 
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C- Reactive Proteins t 


Management: Broad spectrum Rnhbiphcs £ 


GENTAMYCIN + CLINDAMYCIN T AMPIOALUN 


CHANGES IN CERVIX $ VAGINA~ 


Cervix Vagina 
4 4 
* X Comes back to its Normal 
Nuliparous | Muthparous — | Size and Shape 
O c 





Pin point | X Rugosihics? appears in 3 wks 
Circular 


* Transformahon Rebuilds 





During this period 
emale has max chonce 
0f gething infection with 

HPV 
«* Intercourse Should be 


avoided till 6 Wks Ofter 
delivery. 


BREAST | 


Milk 5ccicHion — Prolactin 


Contro [ndicahons for 


Bicast feeding 
Milk €jechon —> Oxytoctn 
PROLACTIN: Maternal Baby 
Į J 
* Maximum levels—> Pregnancy x Lactose 
are Seen during Pntolerence 
Why is there No milk Secrchon *Galactosemia 
durin 3 Pregnancy *?? 





Because During pregnancy levels of 
Eshogen Gnd Progesterone oue high 


¥ Alcohol X Breast cancey — X Infections 
> these have inhibitory effect on X Iv chug xAnkcancey * Achve 
Gchon Of Pielacha <. there is NO Gbuscrs drugs Hepes lesion 
Milk Seuchon during pregnancy But on Breast 
ImmedicHy after delivery When placenta is 
Out P» of Eshogen and progesteonc * Achve | 
falls — inhibitory Effect on. prola cR?" tatestmanotes unheaked 
Gone and milk Seerkd. TB 


+ ^ Prolachn leads +p — Amenoirhea 


Because , Hypothalamus 


new rhhibiked by Pilas 


Anterior pituttary 


X» 


Fs | LH 
Ovary 


le 


Eshogen Progesteron 


Pp 


Uterus (Menshuahbn) 
Doc for t Prolactin—> Cabergoline 


X Doc for ^ Prolackn in inferhie 


female — Bromocriphine 


Because it is also an 
Ovulahon inducing drug 


p e J] 


Less Milk secehon Suppresing milk 
emn 
Galactogoques: boc— Ca bergpline- 
* Metochio promide * Bromocriptine 
e Nipple stimulaton . Inj: Mixogen: 
* Breast pump I 


is Not used now 


becouse of Risk venous thrombosis: 


asks: 
* Infection of parenchyma of Breast — MasHlis 
k MC Oraganism— Staph aureus 
* MC Source— > Infants nose + Mouth 
* Symptoms — S 4 wks 


* Tt unilateral 


X Presentation: 
Qo Fever 


Brcast Engor ge s pge testpanotes 
Tendeincss © 


X Manaacmtnl* PENICILLIN | DICLOXACILLIN 








VIII J c rs 


Cf milk expression 
¢ 
X In 10f- of Cases — It can lead to l 


oje» Fluctuant mass & 





Fever not Resolving Inspile of 
anhbiohcs 
Management > Incision and Drainage 
(4, General Anaesthesia) 


PELVIC THROMBOPHELEBITIS 
Endomchih s 


Lead to Thrombus formation in venous 
Citculahon of mother 


Acts as @ nidus, athacts 
Qreobic bacteria 


Since this poit is 


^ Thrombophleb ihs ” 
Supplied by — ovarian vein 


MC vein— ovarian vein 
Mc — Right side ovarian 
vein: 


Presentahion: — SPikes of High grade fever 
Ins pite of aAnhbiokcs + 


pain abdomen + fender Mass 
near Cornua OF uterus: 


IOC- MRT and CT 
Management: High dose of Antibiotics + 
Heparin: 
Psychological Problems: 


‘BPD’ 


Seen in 50 


Mildest Serious 


Gradual onset within 10 


Sudden onset, 10-14. | Gradual onset, 4-6 
days 0f delivery days months 
With drawal progesterone d 


axis 


Anh psychotic drug | SSRE— FLUOXETINE 





Not Breast Fee ding L (es) 


Return of Menshuahon fm of ovulahon 
401. — 6 Wks ~ uks 
801: — 12 wks (5- 11 wks) 


Contraception of Choice in Lactating females 


g choirce — IUCD— CU I 





Time of Insethon 





iei partum 


CUT 380A 
within 4ghrs of 
delivery 





If not done, then wait for 4—6&uks 





f NOE DIICUSUC TE SCS |]. BSUOSL TCCOCTUIJ ë 


Progesterone Only Pills | Immediately After 4-6wks 
(PoP) 
Combined oral pills After - 6 months 


Battier conhraceptivcs —— klhen she Resumes Cortal achvity Cafter 6 wks) 






Queshons+ 


O- Post partum decidual sectehons Q- Decease Lactahon seen in all 
Present are vefered to as Cxecpk | 


ay Maternal anxie dy Breast abcess 
ey Bromocripthine 


cy Cracked nipple theraphy 


G. Lochia ih Conect order during”: PO"ABOUt colosrum huc Statemints 
Puetperum are all except — 
JM Rubra, serosa, alba 








Cy Masa previa 


by Bleeding Plv dy Deciduc 
Capsularis 





Gy contains more sodium 





by serosa , Rubra, alba by Rich in immundgl bolins 
cy Alba, Serosa, rubra Qu6) 


Cy contains More protein 
dy Alba, MucdSa, serosa STEERED 





O- Likely sige of uterus at Sos 6 COntracephon of Choice in Lactahing 
post partum is.  Wmohhers | 
Cy 3004m QY Barrici method 
by 500 gm dy 400 gm by Lactahional dy OCP 
Amenorrhea 
G The uterus becomes pelvic Organ 
After delivay in 





by 12 fo 14 doy 
Cy 14 to L6 days 
dy 16 to 18 days 
CJ 18 fo 20days 





ay Paticat may Continuc breast feeding 
at her gun Risk: 
by Paticnt Should bicast feed her 
baby only if her INR isat <2 
Cy Paticat can breast feed het baby 


after 6cks course of warfarin ês over 
for Lactahon 
cy warfarin is absolutely Contra 


indicated during La. cta h on: 
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© CTG AND PARTOGRAM 


Stages of Lobor- 
O 


Dekinihon Beqins with True age wot 


i N DVoOsStyva 
lobor pain and | Full wlah'on of | delivery of baby | period after 
End& with Ce. Ghd Ends | and Ends with delivery ot 
Full dilahon of | with delivery Of delivery of Placenta 
Ceyvix ( L0 cms) baby Placenta 


Durah‘on passivel 
Nulliparous ND... 


fultiqro.vt d.e 


Protonged 
Nullípavous 


Mote than Somins 
(mul h'qrovi do. Jj 


(+ Lhr Cach if rin 
Epidural was Placento 
Given 





Abnürmal Labor: 


Abnormality OF 15 stage Lo.bor:- 
X Abnormality of Latet Phose: 
Prolonged Latent Phase» 
Latent phase is said tb bé frülonged if itis, 
Greater thanyLOhrs íin Nulliparous 
Greater tha EN Mulk parous 


Causes: # Excessive Sedahon or €prdural analgesia 
* Po0r Cevuical ConditYons CE- Thick, uneffaud, Un dilated) (158) 


uldr O A) 


D 
7773 
C | 





Mosk Common Cause «(n 





Management Therapeuhe Rest: 


* Abnoimality of Achre phase - 


Active phos € 












Dilatah'on of cervix Descent of Fetal Head. 
Nullrparous female = 1-2 cmlny Nulti parous = 1cmlnv 
muthparous female = 15 cm|nr multiparous > 2 em) hy 


(According to WHO minimum 
Should be Lemin) 


|: Protracted Achve phase > 
Ef bülatahon Decent (s less than Qbove ` said values 
@ in other words If Dilatton/ Decent fs happening GE Slower rate (iess man 


Normal rate) 
Management `- 


* First Rule out CPD, if CPD is couse thin & Would be 
Cesarean Sechon: 
* Also Rule gut OCCipito posterior Dosihon, if Occiprto Posterior 
Posihon is the cawe then Management Would be 
wait and watch. 
X If the Cause rs neithey Of them, then management would 
be Augmintahian 0f Labor by arhfiaal Ruper of 
membrone and starting ~oxytoun infusion. 


2: Active phase arrest = 
— Anis have Passed still their r$. NO dílotofion oF cevurx. 
Active phase Qtrest Where Cervix Us 
7^ 6Cm dilated with Membsones ruptured and 


Adequate uterine Contractions Adequate wlerne Conhachons 





aie piesent Gnd. NO Qre not Present, Oxytocin 
dilatahon for A hrs Given and NO dilatahon for 
Gs 


* Diagnosis of arrest; Should be made aftr membrans ate ruptured- 
* Management — Cesarcon sechon: 


9. A GzPi /s admitted fn laboy ot 8AM on Monday- 

Plv findings = Cervix 2cm dilated, 204: effaced: At 10 pm finding are 
Cevvé& 3cm dilated ^; 80. FREQ" ^^ FH R= Regular j 140-146 bpm, 
Membranes are Intact: What is the Next step in Management 2 

=) case of Prolonged Latent phase 


Management > Therapeutic Rest "H 


O- you are Following G 38year Old Q2P1 ak 34wks inLabor, She had’ One 
prvor Vaginal delivau of 5800q intant: One week ago the estimated 
Fetal weight was 3200q by USG- Over Past 3hrs her Cervical &caminahon 
remains ~unchangecl al^ bcm: FHS tracing is Reachve. AN INfauterine 
pressure catheter (LUPO Reveals 2 conlactions in 10mins, With amplitude 
OF 40mmHg cach- which of the following is tne mx for this patint: 


(y Ambula hon 


EA 


ay C sechon 
ey Expectant 


Q- A Sy Old §3P, ot 3auks is admitted in Labor at bcm dilated. Fas 
tracing (s Reachve, 2hrslater, She is Reexaminecl Gnd her cavit Is 

unchanged at 6cm dilated: An Jurc is placed Gnd patent is noted To have 
280 monteviceo units by TuPCc: BPter acldihional 2hrs of Labor pott is 
Noted shil Scm dilated: FHS remains feachve- which of following (s 
best step in Management of this Labor 


y Continue to wait and obsmve pahent- Case of Achve phase arrest 


Cy Augment Labor with pitoun: 
dy Attempt delivery via Vacum txtvachon 
ey perform On — operative delivery with Forceps: 


Abnormaliky of 2" stage Labor:- 


" Prol 0ng ed 


Abnormality of 2% stage 
Atrest: 


* Second stage fs Said bọ be PROLONGED 
— 


IF without Epidural With Epidural 
Nullipavous his (+1) 
Mulhparous dhs tD  2hs 


Mangement: IP stabon 7 +2 = Forceps 
LP stohon <+2 = cesaron sechon- -2 
Telegram - @Latestpgnotes 
LS chial spine 
+L 
42 
+3 


X ARREST of 2°° stage — Prolonged second Stage + ihr 


If without Epidural With Epidural 
Nulliparous Shrs (4 hrs 
Mulhparbu: 2hrs 3hrs 


Second Stage arrest —> unes Labous 


Management'- Cesarean Sechon. 
PARTOGRAM 


1* FRIEDMAN CURVE™ 
x Based on 2  punociples 


l: Achve Phase begins at 3cms dilatahon 
24: Latent phase said tw be prolonged 7 8hrs 


10 


o œ 


Cervical Dilatation (cm) 
> 


Dilation of cey vix 





Time (hr) 


l0 12 L4 16 18 20 
Time in hrs 
(D phase of acceleration 





(2) — phase 0f Maximum slope 


© — Phase of deceleration 


¥ NO longer used. 


2- PHILPOTT g CASTLE PARTOGRAM: 
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J4 
Gave the Concept of Allertline and 
Achon linc. 





¥1E is based on following 2 


Principle: 4+ Latent phase — Prolonged 7&his 
4: Achve phase begins at 3cm dilatahon 
3: Minimum dilatahon in active phase — 1cmlhr 
4° Time durahon blu Alert line and achon 
line = 4hrs: 





Latent phase 


BerwvrFrFnnue os 








142345 6728294 100g WH !|4/S I6 3 (4 20 2122 
Times (in hrs) 





X Till the time Progress of Labor 





towards Lett of the Mert liae : 
The progress of Labor is Said to zi 
be normol. E 


X When progress of Labor touches the 
Alert line OÙ It is lying toward s 
Right of alert line— ` This 

Indicates, their iS Some problem in 
Progress of Labor , immediatel 
Refer the patiat to Higher 
cenhe 













Owed ut [TILLO 
oop TT ETT TET TI TPT Terr rrr ry 





¥when progress 0f Labor touches thc 
Achion Mac —9 that means, Now 
Achon Must be taken. 
What Rchon, iE depends upon 
diagnosis. 
E:q-x prolong latent phase — 
Achon is Therapeuhe Rest 





X Prohotled Achve phase — ^ 07 O> small squat. 
Achon is Augmenting the Labor wilh arhhcial = 30MINS 
Ruphure of Mem branc | oxy toun. 
elegram - (o stpgnotes L]» Rig s quale 
x Arrest of Achve phase — = thr 


Achon fs Cesaean Section 


X Other parameters to be monitored :- 


* Temperature 4hily 
X Pulse 30min 
x BP 


4 luy (if patent has PIH) L hy 


¥ Fetal heart rate 30min 


X COnhachons 30min 





X Time 3bmin 
x FHR Ausculation- 





MODIFIED WHO PARTOGRAM: 


co ation No, — Name (Last, First) 














J 
1 Latent phase is Gbsent 
2: Active phase begins at 4cm 


cerwix 


y axis— Dilatation of 
eN PADUS 





678 GF ONB 
X ax({S— Time in hours 





Oucstions : 


Uy cms Telegram - @ PST? P URS, 
by S Cms dy cms 








g ©: i | (9) 


by Altert Gnd chon line aie separate bu a diflaece oF Anrs- 
Cy pattoqraph Recording should be stated ata Cewricas dilatahon of 4cm 
dy Send the patent to first Referal unik r£ the Labor progression 

line crosses the Glert line. 


Oy induce Labor by arhficial Rupture membrones: 
by Give oxytocin to augment Labor: 
Cy Sedate the Patcnt by and Give phenergan to 4 lobor pains 









> Flat line 
altert line inchicates 


Same dilatation ic 
Continuing . 


Achve Phase arest- 


by prolong active phase. 
Cy prolonged latent phase |primary arrest of Lobor: 
dy Normal Labor in primi grayido- 


curves in Labor: 


A— Normal labor in 
Multiqravido.- 


B— Normal Labor tn 
Primiqray ide. 


C Active phase arest : 


D> Protacted active phase 





E> Prolonged Latent phase 
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t- 
Gy Reasses after Ahrs 


by Immediate c Sechon- 
cy oxytocin drip- 





y Protacted achye phase 





Chavacterstcs Of Fetal Heart rak: 
1 FR 
V 








Ta.chg corio 


-- 







Fetal nog Cordia 






Fetal érodjcoriiz) 


Yndicoles 1S*s iq of Uterine 
rupture 


Indicates impending FUE of- 
Uterus 


Management moe ovate 


CeSarean Sechon. 


Y 
Managemnt, Laparotomy. 









2- Beat to Beat — > 325 bpa 


E A pelii 
«Maternal intake 


3: Sinusoidal heat rati rake patterns 
FHR becomes fixed. 


c= NC 


* Lt (s omni ous SINUSOIDAL 
£ seen in, Fetal Anemia 



























































































































































































































































* Twin tO tun 
transfusion syndrome (donor Troan ena T HI mt - 
e Rh incompatibility 


* yasa previo 







































































































































































X Management > 
Immediate tern no hon 
of preqnancy: 







"berotes Fetus is healthy 


Jf FHR acceleyation happrns fov Z 2mins > Poloaged 








acc ely ah'on 
G: A Female Uo V Fetal moments ?? 
in 2hrs of Rest 
1. Normal 
10 movements in Izhrs of activity 
NL, 
J 
Next Step ? 
| 15t ———. Modificd Biophysical profile 
Screening <— " 
Test: 20t ——> NST 
Modificd Bi ophysical score: 
| 
C A V 
NST Amatokc Huid Inday 
n i 
Indicates cute problem to fetus Indicates chronic !nsull to Febus 
NST: 


NST being done 








NS T — for 20 minutes 


Gets 7,2 accelerations € Laccelesation< 
i 
CTG= Normal |Reachive Repeat it for 20min 


Ctotal Fomin 
Send patimt back home RI 
In ^40mins <2 
continue usual enpaitortag accelexahons 


NST = Non Reachve 
NS 


eR 


Diagashic besg BPS 3 


Same NST at the hme of labor conhractons 
| 


External Fetal Heart Rate Monitoring 


4m 









Contraction Monitor Sensor 


Feta! Heart 
Rate Sensor 


when Uterus conbacts (Pd 1) 
blood How to fetus AL 


TF itis a Normal fetus ise EEN 
4 


tolerate ths decrease ru. 


4 
FHR (N orm al) Telegram - @Latestpgnotes kl ^ 


IN 
FH I 





denotes some 
prohicm ta 


Types 0f FHR decelerations'- 
EARLY _DECELERATIONS: 
DX uterine conhachon. 


L Dip IN FHR coinstde with uterine conhvachon WC t 
(55 (n FRR beqins, when Uterine Conbactions 

















beiqhs | 
DiP in FHR Ends, when uterine Conkachos endl aa 
2: Gradual onset >, 30Secs 
3: Seen n Head compresstons 
A> It is phusioloqrcoJ 

















(a) Early De— (ED). 
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d- bip in FHR does hot Coinstde with ukrine | 


conhachions 
Dipin FHR begins Later | after peak of 
conhachons - 
Dip (n FHR Ends after the Conhachon s e 
2: Gradual dip => sosecs OVE ae meas a ee pa al epa 





3- seen in uteroplacental tnsufErctencu: 
4. Most omnious deccurah'ons of atl 


VARIABLE DECELERATIONS: 
xe k » a Lb Dip in FHR hava variable Relahionship 


wim ukrine conwach 
On "D 
$ seen im Cord compressions 
Variable decelerahons: 
| 2,60 Secs Recovery 
2. Recwrenk n 30mins 
3. FEHR during deceleyahon is 2, 60 bpm 
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Category M CTG Findings: 


1. Stnusordal HR patern 


2- Bradycardia € 100bpm C 100- 110 bom— suspicious) 
3: Late decelerahon 


4- Porstent varrable decelera tons: 
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by go bpm lasting for 60 Seconds 
cy 40 bpm lashng for 60 Seconds 
dy 100 bpm lasting for 60 Seconds 


Variable declerahons’- 
eo 


Mild— FHRY but Remains 2 Sobpm itrespechve oF duration 
FHRY for € 30Secs irttspechve of deptn: 


FHR is blo 30-80 bpm for 30- 6D secs 


Moderate > FHR— 1*0— $0bpm for > 60secs 


Severe — FHR €30bpm for > Gosecs. 
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